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CONTRIBUTIONS OF THE WHITE HOUSE CONFERENCES ON 
CHILDREN AND YOUTH TO SCHOOL HEALTH EDUCATION 


RicuHarp K. MEANS 


Assoctate, School Health Education, 
University of California, Los Angeles 


Of the major conferences held over the years that have contributed to 
the development of the school health program, the White House Con- 
ferences on Children and Youth rank high in significance. What origi- 
nated in 1909 as an idea of a young lawyer, James E. West, raised in a 
Washington orphanage, has now become a prominent national feature of 
each new decade (9 and 6). From the first conference, conceived to dis- 
cuss the problems of dependent children, subsequent gatherings have 
broadened in scope to encompass the consideration of all factors impinging 
upon the health and development of children and youth. 

It is commonly recognized that certain of the conferences were far 
more progressive in thought and extensive in scope than others. The 
action and recommendations developed by participants at the conferences 
varied widely. Provisions relating to the school health program followed 
a comparable pattern. The recommendations evolving from each of the 
conferences reflected the major emphasis of the specific meeting. 

In addition, a careful analysis of the recommendations for school 
health education reveals a conception based largely upon the philosophy 
of school health which existed at the time of each conference. The 
first (1909) conference, more narrowly conceived, referred but indirectly 
to school health (7). The second (1919) treated extensively the school 
environmental conditions and medical inspections of school children (9). 
Later conferences, following the broadening concept of school health 
education, enveloped many other important aspects which have come to 
be considered equally essential phases of the comprehensive school health 
program. 

The significance of the school’s role in meeting the obligations de- 
manded to further child health gained emphasis with each conference. 
President Hoover, as a prelude to the 1930 Conference perhaps best 
expressed these sentiments when he said: 


The problems of the child are not always the problems of the 
child alone. In the vision of the whole of our social fabric, we have 
loosened new ambitions, new energies; we have produced a com- 
plexity of life for which there is no precedent. With machines ever 
enlarging man’s power and capacity, with electricity extending over 
the world its magic, with the air giving us a wholly new realm, our 
children must be prepared to meet entirely new contacts and new 
forces. They must be physically strong and mentally placed to stand 
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up under the increasing pressure of life. Their problem is not alone 
one of physical health, but of mental, emotional, spiritual health (10). 


In the following pages are outlined the historically significant con- 
tributions of the White House Conferences on Children and Youth with 
emphasis upon those affecting the school health program. Interpreted 
in its broad sense, the school health program is considered here as: ‘‘The 
school procedures that contribute to the understanding, maintenance and 
improvement of the health of pupils and school personnel, including 
health services, health education and healthful school living.” (12) 


First White House Conference on Children and Youth, 1909 


In 1909, President Theodore Roosevelt, through personally hand- 
written invitations to some 200 delegates, called the first White House 
Conference on Children and Youth, specifically identified as the White 
House Conference on the Care of Dependent Children. The delegates, 
representing every state in the Union and drawn from many child health 
related agencies, met at Washington January 25 and 26, 1909. 

The conference members, largely concerned with the dependent child, 
reached fourteen major conclusions as an outcome of their labor. In 
abbreviated form, the most significant included reference to: home 
finding for homeless and neglected children, incorporation of agencies, 
inspection of educational work in child care agencies, physical care and 
health instruction of needy children, state inspection of child care institu- 
tions, and the establishment of a Federal children’s bureau (7). 

Contributions to’ School Health Education: Health education, with 
interest basically toward the dependent child, received some direct men- 
tion in the 1909 Conference report. The conclusions developed at the 
close of this first great gathering contained several provisions for health 
instruction. Most directly appropriate was the statement, ‘“Every needy 
child should . . . be instructed in health and hygiene.” (7) 

Numerous other provisions related to education in general and in- 
directly to health education. Richard Carroll, in a keynote address 
before the assembly and speaking on behalf of the colored child, enu- 
merated four responsibilities of education. One of these insisted that 
children should be taught cleanliness (7). 

Contributions to School Health Services: Although primarily concerned 
with the care of dependent children, the 1909 White House Conference 
did devote some time to health service considerations of the school-type 
institutions providing for the orphan child. 

The most notable evidence was encompassed in the ninth of the 
fourteen conclusions reached by the delegates. This provision, listed 
under Physical Care, provided that, “Every needy child should receive 
the best medical and surgical attention . . .” (7) 

Contributions to Healthful School Living: School environmental, ad- 
ministrative, and emotional atmosphere factors received brief but sig- 
nificant attention at the first White House Conference on Children and 
Youth. “Plenty of fresh air and sunshine’ was mentioned as imperative 
for all children (7). 

Elmer E. Brown, United States Commissioner of Education at that 
time, gave emphasis to proper school environmental considerations by 
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saying, ‘“That the appliances, the hygienic conditions . . . be held up to 
reasonable requirements.” (7) 


Second White House Conference on Children and Youth, 1919 


The second conference, entitled “The White House Conference on 
Child Welfare Standards,” was held during the presidency of Woodrow 
Wilson. Organizationally a series of eight regional conferences beginning 
with one in Washington on May 5, 1919 were held. Subsequent meetings 
were organized in New York, Cleveland, Boston, Chicago, Denver, 
Minneapolis, San Francisco and Seattle (9). 

The meetings, conducted under the auspices of the Children’s Bureau 
as the conclusion of its Children’s Year program, began with a small 
gathering of American experts. Attendance at the regional meetings 
however, was large and representative including numerous foreign 
delegates (9). 

Chenery, in summarizing the general proceedings of the conference, 
called this gathering, 


. . . perhaps the most conspicuous single attempt yet made to 
state what contemporary civilization has learned concerning the 
welfare of childhood. The Presidential sanction under which these 
conferences were summoned called for the statement of “certain 
irreducible minimum standards” for the health, education, and 
work of the American child. (9) 


The scope of this conference was enlarged to include five broad areas 
of concentration. These included economic and social bases for child 
welfare standards, child labor, health of children and mothers, children 
in need of special care, and standardization of child welfare laws (10). 

As an outcome, three major areas of standards were established re- 
lating to the child. Broadly, the stipulations provided minimum stand- 
ards for: children entering employment, the public protection of the 
health of children and mothers and the protection of children in need 
of special care (9). 

Contributions to School Health Education: Embellished in the adopted 
standards for child welfare from the 1919 Conference were many specifics 
relating to school health education. Along with the general provision 
for full time compulsory education to at least sixteen years of age were 
standards demanding the inclusion of, “General educational work in 
prevention of communicable disease and in hygiene and feeding of infants 
and young children, including compulsory courses in child hygiene in the 
public schools (9). 

Other general standards, somewhat repetitious in nature, called for: 


| the education of the school child in health essentials; general educational 


work in health and hygiene, including the education of parent and 
teacher; and the responsibility of the nurse to give instruction in personal 
hygiene and diet (9). 

For the first time specific reference was made to certain content fields 
in health education. One recommended standard called for supervision 
and instruction to insure: 

(a) Ample diet, with special attention to growth-producing foods. 
(b) Sufficient sleep and rest and fresh air. 
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(ec) Adequate and suitable clothing. 

(d) Proper exercise for physical development. 

(e) Knowledge of sex hygiene and reproduction. (9) 

The reference to school instruction about sex was no doubt stimulated 
by the major address of Robert Leigh to the assembly when he said: 

Although the home can do much in the later education of the 
adolescent boy or girl on sex matters, there comes at this period a 
new method and shift of emphasis. The life of the youth is cen- 
tered more in the school. Its many activities take most of his 
time . . . . The problem of instruction becomes more properly a 
part of the task of the school. (9) 


Contributions to School Health Services: Considerably more attention | 


was given school health services at this Conference. Thomas D. Wood 
stimulated concern for this phase of the program by stating: 

The statistics of the draft showed that one-third of the young men 
at the flower of manhood were unfit for first-class service in the 
defense of the country in time of war. But it has been known by 
some, for years, that three-fourths of the 22,000,000 school children 
in the United States have health defects which are actually or 
potentially injurious to them as prospective citizens of the republic. 
Efforts in this health program for school children have so far been 
desultory, spasmodic, and uncoordinated. (9) 

Wood went on to advocate and extensively discuss the importance of 
a program of regular health inspection and examination in the public 
schools to help alleviate the loss resulting from negligence of child defects. 
Emphasized also was the necessity for vision and hearing testing, child 
health records, and communicable disease control. In addition, children 
needing special care, the role of health personnel, and health and welfare 
agency contributions received special mention (9). 

Terman presented the need for school dental clinics. Indicating that 
ninety percent of school children have one or more decaying teeth, he 
emphatically stated: ‘The only way I know to get the teeth of all the 
children put in order is to do it in connection with the schools.”’ (9) 

Emerson followed the same pattern by endorsing nutrition clinics. 
Incorporate phases of such a program were to include weighing and 
measuring, nutrition classes, and proper follow-up attention. 

As minimum standards for school children, recommendations from 
this conference included: open-air classes and rest periods for children 
needing special care; a full-time nurse for not more than 1000 children; 
adequate space and equipment for school medical work and laboratory 
service; a part-time physician for not more than 2000 children; yearly 
standardized health examinations; communicable disease supervision; 
vaccination for small pox and typhoid; psychiatric examinations; health 
records; clinics for dentistry, nose, throat, eye, ear, skin, and orthopedic 
work; nutrition clinics for the subnormal; and adequate referral and 
follow-up activities (9). 

Contributions to Healthful School Living: The report of the 1919 pro- 
ceedings established minimum standards for healthful school living. 
These were enumerated to include such factors as: proper location, con- 
struction, hygiene and sanitation of schoolhouses with adequate room 
space; open air classes and rest periods for malnourished and tubercular 
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children; and adequate playground and recreational facilities, physical 
training, and supervised recreation (9). 

The provision for a midmorning lunch or hot noonday meal was 
emphasized for subnormal children and clean, ample recreational op- 
portunities were prescribed to meet the social needs of the school child. 
In addition, legal protection was proposed to prevent child exposure to 
vice, exploitation, drug habits, and other adverse factors (9). 

Extensive reference was made to the care of the mentally defective 
child and other serious special cases. On the other hand, normal children 
were not overlooked in the mental hygiene area. The importance of 
good mental health was exemplified by the statement: 

In order that the welfare of the school child may be adequately 
safeguarded and guaranteed, teachers, school nurses and physicians, 
and truant and probation officers, must learn to appreciate the im- 
portant problems of health which are involved in the personality of 
the child. (9) 


Third White House Conference on Children and Youth, 1930 


About 3000 leaders in the medical, educational and social fields as- 
sembled in Washington, November 19-22, 1930 at the Third White House 
Conference on Child Health and Protection. As one of the early actions 
of President Herbert Hoover, the call for the conference went out the 
previous summer. The purpose as announced by the President was: 
“To study the present status of the health and well-being of the children 
of the United States and its possessions; to report what is being done; to 
recommend what ought to be done and how to do it.” (10) 

Sixteen months were devoted to preliminary study, research and 
compilation of materials by approximately 1200 individuals divided into 
four main sections; medical service, public health and administration, 
education and training, and the handicapped. In all, nearly 150 separate 
committees were actively engaged in the preparatory function. (10) 

From this conference came perhaps the most comprehensive statement 
of child needs ever assembled in one set of documents (2). Thirty-two 
volumes of proceedings and recommendations reflected the work of this 
great assemblage. A Children’s Charter, incorporating nineteen key 
points on the rights of children and youth, was one momental contribu- 
tion of this group. 

Contributions to School Health Education: Considerable attention was 
given the hygiene of instruction at this third great conference. Not only 
was health education generally treated but specific instructional areas 
received much consideration. The Children’s Charter contained direct 
reference to the importance of health education with the statement: 
“For every child from birth through adolescence, promotion of health, 
including health instruction and a health program, wholesome physical 
and mental recreation, with teachers and leaders adequately trained.’’ (10) 

The broadening concept of health education became evident through 
other discussions at this conference. The responsibility of every class- 
room teacher in guiding the child in healthful living and the emphasis on 
health behavior substantiates this fact. Furthermore, it was pointed out, 
“Every activity in the school program has its health implications (10). 

More specifically, recommendations were made for the essential ele- 
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ments of the instructional program. These can best be expressed by the 
following quotation: 

The school must provide health education and training of all 
children. This involves instruction in personal, home, and com- 
munity hygiene; in safety; in mental hygiene; in social hygiene, 
including sex; and in the preparation for potential parenthood. (10) 

The active involvement and cooperation of parents and others in such a 
program of health education was considered to be fundamental. 

Contributions to School Health Services: Detailed considerations for | 
the ingredients of an adequate school health services program were out- 
lined by members of a subcommittee of the 1930 Conference. These were 
recommended to include: the summer round-up for health examinations, 
daily health inspections, weighing, immunization, dental care, the school 
lunch, follow-up work, and an adequate guidance program (10). 

Incorporated in the famous Children’s Charter were several provisions 
relating to school health services. The thirteenth point pledged: 

For every child who is blind, deaf, crippled or otherwise physically 
handicapped, and for the child who is mentally handicapped, such 
measures as will early discover and diagnose his handicap, provide 
care and treatment, and so train him that he may become an asset 
to society rather than a liability. (10) 

Included also in the Charter was the aim of providing, “For every rural 
child as satisfactory schooling and health services as for the city child, 
and an extension to rural families of social, recreational, and cultural 
facilities.” (10) 

School health service administrative and organizational factors re- 
ceived mention. Provisions applicable in this sense related to personnel 
considerations, program costs, cooperative functions of school, home, and 
community, legislation, and health needs of special children. (10) 

The development and promotion of such a program was inferred to 
be operationally extensive. This premise was illustrated as follows: 

A school health service . . . is an essential part of every school 
organization. In this service, parents, teachers, school authorities, 
and health specialists should join forces in devising a unified program 
that will assure the full safeguards of immunization, the early detec- 
tion and exclusion of contagious cases, the discovery and correction 
of remediable defects of body and mind in all the children regardless 
of their economic status. (10) 

Contributions to Healthful School Living: The 1930 delegation con- 
sidered healthful school living as one of the first essentials of the educa- 
tional program. Definite proposals were made for such factors as: 
lighting, adequate protection against fire and other hazards, effective 
heating and ventilation, proper equipment, quality janitorial service, 
locker and dressing room facilities, adequate playfield and gymnasium 
size, shower facilities, and sanitary provisions for drinking water, toilet, 
and hand-washing facilities. (10) Generally, it was summed up that, 
“When school buildings are built or rebuilt, and when equipment is 
procured there should be rigid adherence to well-recognized standards of 
sanitation and health.” (10) 

Administrative and management problems contributing to this phase 
of the school program were also deemed important. In elaborating the 
factors necessitating careful control the delegates stated: 
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The length of the school day, the arrangement of studies, the 
frequency, length, and supervision of recesses must be carefully ad- 
justed. Home study should be eliminated in the first six grades, 
and if included in high school, should be adjusted with care. (10) 

Consideration was also given to understanding and careful utilization of 
testing, competition, extra-curricular programs, discipline, and motives 
of instruction. (10) 

The before-mentioned Children’s Charter aptly summed up certain 
of these provisions in two key statements. The first of these read: ‘For 
every child a school which is safe from hazards, sanitary, properly equipped, 
lighted, and ventilated.”” The second statement pledged that the child 
be protected against accidents to which modern conditions subject 
him. (10) 


Fourth White House Conference on Children and Youth, 1940 


Ten years later in 1940 the fourth White House Conference on Children 
in a Democracy convened. The purpose of this meeting, as expressed by 
President Franklin D. Roosevelt, was, ‘“To determine ways children in a 
democracy can best be helped to grow into the kind of citizens who will 
know how to preserve and protect democracy.” (11) 

Organized and guided by a seventy-man planning committee and a 
research staff, the conference resulted in several notable achievements. 
Among these accomplishments was the creation of a nongovernmental 
National Citizens Committee and a Federal Interagency Committee 
aimed at coordinating the work of the Federal departments. 

Contributions to School Health Education: In keeping with the theme 
of the 1940 Conference, special attention in health instruction was devoted 
to mental health and nutrition as primary factors for optimum health of 
children in a democracy. Mental health was particularly highlighted 
along with physical health in the recommendations proposed by the 
assembly. Two quotations serve to substantiate this fact: ‘Mental 
health service as needed,” and “. . . health instruction in schools and 
health education of parents in methods of conserving both physical and 
mental health.” (11) Sex hygiene, safety education, physical education, 
and nutrition services were also specified as essential health instructional 
areas. 

The total program of school health education was conceived broadly 
to include: ‘. . . continued training in health-promoting habits and 
more formal instruction than in the preschool years, with changing empha- 
sis as the years go by and introduction of new topics for specific 
instruction.” (11) 

Close cooperation of the school with the home and other community 
agencies was considered of vital importance for best health results. 

Contributions to School Health Services: The conferees, recognizing 
the importance of school health services and at the same time the short- 
comings, commented: ‘Notwithstanding general appreciation of the 
importance of school health service, it is still in a rudimentary stage 
of development in many places, especially in small towns and rural 
areas.”’ (11) 

The thinking of this group as to an adequate program can be summed 
up both in terms of scope and with inference to the prevailing philosophy 
by the following statement: 
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. . . a thorough physical examination . . . ; periodic examina- 
tions of teeth . . . ; immunizations . . . ; early detection of com- 
municable diseases and other incipient illness; adjustments in the 
school program during convalescence from serious illness. It involves 
thorough tests of vision and hearing . . . ; special medical examina- 
tions of children taking part in competitive athletics; a determined 
follow-up program to secure care of teeth and the correction of other 
remediable defects and conditions unfavorable to health and 
development. (11) 

The recommendations of this conference provided further evidence to 
support strongly the need and educational significance of school health 
services. Along with other general provisions the recommendation was 
made that, ‘school health supervision and health and safety education 
should be made more effective so as to protect the health of the child 
and to give him better understanding of the principles and practices of 
social and community hygiene.” (11) 

Contributions to Healthful School Living: A much broader interpreta- 
tion of healthful school living than heretofore evidenced in the White 
House Conferences grew out of the 1940 meeting. It was pointed out 
that, “Present standards for a well-rounded ‘school health program’ re- 
quire healthful physical conditions in the school building; a healthful 
emotional atmosphere in the classroom; healthy teachers and other 
school employees; . . .”’ (11) 

Differences, however, were noted between these desirable conditions 
and what actually was being accomplished. This was shown by the 
statement: “In many schools, however, a wide discrepancy still exists 
between what is taught the children—about cleanliness, for example— 
and the facilities provided for putting the lessons into practice.”’ (11) 

In the area of school lunch the desirability of daily school meals was 
stressed. These were viewed not only as partial compensation for de- 
ficiencies in home diets but also as an effective educational instrument. 
It was stated that, “In the interest of better nutrition, and also as an 
object lesson in food values, lunches for school children are now being 
provided from public funds in many places.” (11) 

It is interesting to note that in the discussion of recommendations, one 
member pleaded for giving ‘‘a White House breakfast’? to every school 
child. This was to be a substantial meal, ‘‘not just a glass of milk and a 
cracker.”’ (11) 


Fifth White House Conference on Children and Youth, 1950 


In December of 1946 the newly created National Commission on 
Children and Youth proposed that another conference be-initiated. This 
group of 140 members, an outgrowth of the Wartime Commission on 
Children and Youth which superseded the National Citizens Committee, 
formulated plans which led to the Mid-Century White House Conference 
on Children and Youth in 1950. (8) 

Operating at the local, state and national levels and involving wide 
citizen and youth participation for really the first time in the history of 
the conferences, a three-pronged approach developed. This three stage 
project provided for: 

(1)... pre-conference activities designed to help in preparing 
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for the meetings and to mobilize citizen participation and action for 

children and young people; (2) . . . the meetings themselves; and 

(3) . . . the follow-up activities. (8) 

Nearly $500,000 was appropriated (8) to carry through the proposed 
focus of the conference founded on the following philosophy and broad 
theme: 

The Mid-Century White House Conference on Children and Youth 
bases its concern for children on the primacy of spiritual values, 
democratic practice, and the dignity and worth of every individual. 
Accordingly, the purpose of the conference shall be to consider how 
we can develop in children the mental, emotional, and spiritual 
qualities essential to individual happiness and to responsible citizen- 
ship and what physical, economic, and social conditions are deemed 
necessary to this development. (8) 

Contributions to School Health Education: The Mid-Century Con- 
ference delegates recognized health instruction as an important objective 
of Education by saying, ‘. . . the teaching of health ought to be given 
more time in the curriculum and the teachers of health ought to be better 
prepared.”’ (8) 

Sex education in particular was noted by one panel group to be of 
special significance. The importance of well-trained teachers to avoid 
overemphasis on sex facts and to give proper attention to underlying 
dynamics was expressed. The group pointed out that, ‘Sex education 
must be psychologically and humanistically oriented.’’ (8) 

The problems administratively involved in establishing such a program 
can be minimized, it was pointed out, by giving school leaders help as 
they attempt to develop programs so they will feel less self-conscious. (8) 
For coordination of health instruction and other phases of the school 
heaith program responsible personnel were considered of vital importance. 
It was advocated that, ‘Health coordinators or teachers especially trained 
in the field of health should be appointed for counties or school districts.” 
(8) 

The fundamental concepts of health, with particular reference to 
personality, were viewed in broad perspective by the conference represen- 
tatives. One work group exemplified the health instructional program 
as follows: ‘Such instruction should be integrated throughout the total 
curriculum, taught by a faculty with positive belief and sound prepara- 
tion in this area, and augmented by guided experience with children.’’ (8) 

Contributions to School Health Services: The importance of health was 
generally incorporated in the Pledge to Children adopted by the delegates 
at the Mid-Century Conference. This preliminary set of objectives 
resolved, “‘We will protect you against exploitation and undue hazards 
and help you grow in health and strength.” (8) 

In building upon previous conferences, the delegates emphasized the 
importance of personnel, coordination, cooperation, and administrative 
factors for operational effectiveness. The team approach to health ser- 
vices was highlighted as illustrated thusly: ‘To secure effective school 
health services, cooperative action by all professions and agencies con- 
cerned must be emphasized.” (8) To accomplish this task and to elimi- 
nate the serious gaps and overlappings of services, health councils were 
advocated. 
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The training and selection of health services personnel underwent ex- 
tensive scrutiny. Prompt action was advocated for the improvement of 
professional training institutions, facilities, staffs, and scholarship aid. 
Youth in attendance at the conference proposed that career opportunities 
for health services be broadly publicized. (8) 

Special attention was focused on the handicapped child, interpreted 
to include all children possessing a physical or mental limitation of any 
degree. (8) Again, cooperation and coordination of all concerned was 
deemed essential. For example, ‘Health services in the school should 
cooperate closely with all school personnel who are professional allies in 
developing a state of physical, mental, and social well-being.” (8) 

Contributions to Healthful School Living: In accordance with the theme 
of the Mid-Century Conference, physical and emotional development was 
emphasized. The group on The Use of Leisure Time expressed this fact 
by saying: 

Intramural games, and both indoor and outdoor recreation should 
be more strongly stressed in schools, to heighten individual skills 
and to encourage satisfying leisure time activity either alone or with 
a few others. Less emphasis should be given to competitive inter- 
school athletics in high school. (8) 

The instructional program as it relates to healthful school living was 
also seriously discussed by the Committee on the School. Their senti- 
ments in this regard can be summed up by the statement: 

If we are to develop the best possible curriculum for boys and 
girls, we must secure emotionally stable and adequately prepared 
teachers, reduce greatly the size of classes, provide better buildings, 
supplies, and equipment, and furnish special services to assist teachers 
in carrying on their work. (8) 

In reference to physical plant, the group believed that, “. . . boards 
of education should give consideration to function and flexibility, to 
providing adequate space and light, and to aesthetic values including the 
use of colors and symbols.” (8) 

Contained within the sixty-seven point list of reeommendations of this 
meeting were numerous statements relating to school health. Of great 
significance was the item which read: ‘‘That school lunches be provided 
and that children unable to pay for their lunches be furnished them free, 
without being differentiated from the children who pay.” (8) 


Sixth White House Conference on Children and Youth, 1960 


The “Golden Anniversary” Conference on Children and Youth held 
in Washington from March 27 to April 2, 1960 has promise of being the 
most significant of any previous conference. Of the approximately 7000 
delegates attending, 1700 were youth between the ages of sixteen and 
twenty-one. 

The Committee on Theme and Focus set forth the purpose of this con- 
ference to be: ‘‘to promote opportunities for children and youth to 
realize their full potential for a creative life in freedom and dignity. (1) 

To fulfill the stated purpose, action was directed toward four main 
endeavors. These involved the understanding and study of: social 
values and ideals and the effects of rapid change, how constructive service 
to humanity can be individually fulfilled, achievements of previous White 


adde 
ment 


some 
schoc 
great 
devel 

A 
and 1 
on se 
assur 


prog! 


10. 
ll. W 


TI 
officer: 


Counci 


Hou: 
 purp 
E 
| 
2. 
3. 
4, 
5. 
6. 
8. 
9. 
A 


to 
1) 

nain 
yeial 
‘vice 
‘hite 


THE JOURNAL OF SCHOOL HEALTH 333 


House Conference goals, and actions necessary to achieve this conference 
purpose. (1) 


Summary Statement 


Each of the White House Conferences on Children and Youth has 
added immensely to the reservoir of information concerning the develop- 
ment of boys and girls. Every meeting has recognized and treated to 
some extent the importance of the provision for health on the part of the 
school. There is little doubt that the deliberations and outcomes of these 
great gatherings have been influential in providing stimulus for the 
development of school health programs in the United States. 

As we look expectantly forward to the reports of the 1960 Conference 
and review its deliberations, we may well wonder, what will be the impact 
on school health? In judgments obtained by a review of history, we might 
assume the actions will be momental and the influence on school health 
programs equally significant. 
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The New Jersey State School Nurses Association has elected the following 
officers for 1960-61: 


Mrs. Anna Mitchell (R.N.) 
Mrs. Elizabeth Carberry (R.N.) 
Membership Chairman............ Miss Mildred Kleckler (R.N.) 


Miss Evelyn Joyner, R.N. was re-elected as the member to serve on the Governing 
Council of the American School Health Association. 
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1960 WHITE HOUSE CONFERENCE RECOMMENDATIONS 
ON SCHOOL HEALTH 


An Abstract of Selected Recommendations from the 
Golden Anniversary White House Conference 
on Children and Youth 


Donatp A. DuKeEtow, M.D. 


Consultant in Health and Fitness, Department of Health Education, 
American Medical Association, Medical Studies Consultant, 
Golden Anniversary White House Conference on Children and Youth 


Two years of local committee activity, fifteen months of intensive 
staff work and a week in which 7,600 Conference participants attended 
nearly a thousand meetings of varying sizes produced more than 1,400 
recommendations and statements which were ultimately compiled by the 
Conference Staff into 670 unduplicated statements relating to almost 
every phase of the life and interest of children and youth. 

An attempt will be made to abstract in this statement the high points 
of recommendations that touch upon children in school, including com- 
munity responsibilities as well as the school’s role in health service, health 
education, and the establishment of a healthful school environment. 

Since misunderstanding occurs when statements are abstracted or 
phrases are used out of context, the number of the paragraphs in the 
“Composite Report of Forum Findings” from which the statement was 
taken follows each excerpt to permit those who wish to refer to the recom- 
mendation in its original form to do so with a minimum of effort. 


I. General Recommendations 


A recommendation was made “that basie research and planning in 
health, welfare, housing and recreation be strengthened and extended at 
the Federal, State and local level,’”’ and aimed at the ‘‘coordination and 
critical evaluation of existing public and private programs” with action 
to meet needs. (6) ‘‘Agencies and organizations working with children 
and youth” were asked to ‘create clearing houses to collect, correlate and 
communicate all pertinent data,’ (7), and research was requested “‘to 
identify the factors in healthful adjustment,” and “to improve services 
for children and youth . . .”’ (8) 

It was suggested “that the American People be made to . . . share 
the taxes” necessary ‘“‘to prepare our youth to meet life’s complex prob- 
lems,” (10), and “that expenditures for public services be increased.”’ (13) 
There seem to be few recommendations directing people to assume a 
certain personal obligation in these regards. 


II. Physical Environment 


It was recommended “that planning to insure a safe and healthy 
environment for all our children in urban, suburban, and rural areas 
be comprehensive community planning by citizens, both professional and 
lay, . . . based on a combination of public and private resources to be 
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decided by each community” and “based on evaluation of needs and 
resources and periodic reevaluation of services and physical facilities. . . .” 
(19) The Conference would like ‘municipal and school authorities and 
representatives of religious groups’’ to “‘cooperate in the location, design, 
and operation of areas and facilities for community, school and church 
use,” (22) and suggests ‘‘that planning be based on the needs of all 
children and youth . . . and allow for protection of physical and mental 
health and safety. . . .”’ (24) 

The Conference stressed the need for States to ‘devote greater atten- 
tion to metropolitan area problems,” particularly the ‘“‘provision of staff 
service and financial assistance from State and Federal funds for health 
and welfare planning.” (28) The rural physical environment also should 
“be improved by making adequate provision for school facilities designed 


for both educational and community purposes . . . and health facilities 
including hospitals, clinics, ambulances. . . .” (33) Community planning 
groups should “give specific attention to education, recreation, health and 
social services . . . for children and youth.” (34) 


In the field of accident prevention it was recommended “that safety 
education be included in the school curriculum as early as possible, (46), 
that architects and engineers be alerted to health hazards to be avoided 
in designing or remodeling buildings and playgrounds, (47), and that 
community programs of accident prevention and public education be in- 
tensified covering accidents in homes, schools, recreation centers, . . .”’ (48) 


III. Social Environment 


CHANGE has a great effect on children. Public and private agencies 
were asked to “accept joint responsibility for coping with the impact of 
mobility through such action as . . . planning . . . to insure adequate, 
coordinated health, welfare, educational and recreational services in all 
types of communities, . . . and the abolition of residence requirements 
as a basis for health and welfare services, . . .”’ (52) 

COMMUNITY COORDINATION was stressed through the recommendation 
“that, to achieve optimum services for children, there be better com- 
munication and more comprehensive, coordinated planning and action 
among all agencies, groups, and individuals concerned . . . ,” (58), and 
“that where possible, coordination and planning be carried out . . . by 
a community council type of organization, properly financed and staffed, 
representing all services and organizations concerned . . .” (59 

YOUTH PARTICIPATION IN VOLUNTARY COMMUNITY SERVICE was recom- 
mended and youth “encouraged to challenge the climate of public opinion 
when necessary in order to eliminate any inequalities in school, work, 
health, and welfare.’ (83) The volunteer service by youth should “be 
in proportion to their ability, health, amount of free time, and stage of 
development; that agencies (should) protect them in activities which 
could be harmful to them . . . and youth (should) work with recognized 
agencies to avoid exploitation by those with questionable methods or 
goals.”’ (85) 

THE FAMILY concerned the Conference, which “recognized that the 
family as the basic unit of our society has primary responsibility for 
developing values, freedom, initiative and self-discipline in children, . . 
the individuality of each family and each member of the family must be 


| 
| 
| 
2 
| 


336 THE JOURNAL OF SCHOOL HEALTH 


acknowledged and ‘preserved, (and) each family must ultimately deter- 
mine solutions to its own problems in the light of its own goals and phi- 
losophy within the context of the community’s goals and values.”’ (86) 

“FAMILY LIFE COURSES, including preparation for marriage and parent- 
hood,’”’ were recommended to ‘“‘be instituted as an integral and major 
part of public education from elementary school through high school; 
with emphasis on the “primary importance of family life and particularly 
the childrearing role of the mother.”” (89) The Conference also felt 
“that trained social workers (should) be added to school staffs to provide 
counselling and guidance to families.”’ (91) Educational institutions and 
communities were asked to “provide systematic training in the develop- 
mental changes and problems of early adolescence for all . . . who work 
with young people.” (95) They would like ‘schools . . . and all other 
community agencies (to) cooperate to create a favorable atmosphere for 
understanding the dignity and sanctity of the role of sex in human re- 
lationships.”’ (101) 

Research should be undertaken concerning the reasons for early mar- 
riage, family roles and relationships, and their influence on family mem- 


bers, . . . methods of teaching family life education and of: training: 


teachers, curriculum content of family life education, methods of helping 
more oy gain valid concepts of family living and child rearing, 
(113 

EpucatTIon, and particularly the school, has the unique role “to make 
available to all children and youth those experiences which will stimulate 
each student to develop his potential to its fullest, and to meet his intel- 
lectual, moral, spiritual, esthetic, vocational, physical, and social needs 
as an individual, an American citizen, and a member of the world com- 
munity.” (131) They recommend ‘that State programs of education be 
developed in terms of high quality rather than minimum programs; and 
that the level of quality be continuously appraised and upgraded, (133), 
that schools and parents seek more effectively to motivate children and 
youth to higher levels of achievement .. . ,”’ (134), but that ‘‘a pupil’s 
progress be evaluated in terms of his own potential rather than of a com- 
mon external standard impossible for some and too easily attainable by 
others.” (135) 

THE CURRICULUM should “provide opportunities for the student to 
develop,” among other things, ‘knowledge, understanding and apprecia- 
tion of the fine and practical arts, the humanities, and the natural physical 
and social sciences; . . . a healthy and realistic concept of self; the best 
possible physical and mental health; ability to analyze critically and 
constructively; . . . interests, attutudes, and appreciations basic to the 
worthy use of leisuretime, . . .”’ (137) It is specifically stated that the 
school curriculum should include ‘‘physical education of high quality for 
all students at elementary and secondary levels; health education and 
nutrition at the junior high level; mental hygiene education, based on its 
moral, social, and biological aspects; education for family life, including 
sex education; . . .” (138) 

ADMINISTRATIVE CONSIDERATIONS to improve educaticnal opportunity; 
require exploration of “‘such factors as the organization and length of the 
school day, week and year; the use of teacher time; the graded system for 
grouping pupils, . . .” (149) “Physical facilities of every school (should) 
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be designed to provide a functional, pleasant and fully adequate edu- 
cational environment, adaptable to future needs as well as present 
demands, with due consideration to . . . indoor and outdoor recreation 
facilities; hearing, vision, and psychological testing facilities, .. . and 
proper lighting, heating, cooling, and ventilation.”’ (152) 

SPECIAL EDUCATIONAL SERVICES requested included remedial reading 
classes, speech therapists, (163), a strengthening of the Office of Education 
staff and facilities sufficient to stimulate ‘“‘the development of complete 
programs and services for all exceptional children,” (164), and “local 
programs for gifted children and youth (that) provide for . . . broader 
and more sensitive tools for identification, including means of uncovering 
latent talents in handicapped, culturally deprived, and emotionally 
disturbed children . . .”. (166) Slow learners were defined as “those 
children whose intellectual capacity prevents normal performance of 
academic responsibility . . . ,” (171), and dynamic programs of instruc- 
tion and service were requested, including “appropriate medical, social, 
and psychological services . . .”’ (172) 

PUPIL PERSONAL SERVICES, “‘adequately staffed with professional per- 
sonnel, (should) be established” in the areas of attendance, guidance, 
health, psychological, and social work. (187) Each community should 
“reevaluate its school health services in the light of specific needs for 
improved instruction in health education, including nutrition, child 
development, and physical education with more teaching and counselling; 
a school lunch program with Federal funds to supplement community 
resources; continuity of preschool and school dental and medical examina- 
tion records; early recognition and prompt treatment of disabling condi- 
tions; and sufficient numbers of school health personnel to identify and 
diagnose health needs.” (188) 

“All school personnel . . . (should) be required to pass yearly physical 
examinations, including a test for tuberculosis.”” (189) ‘Guidance and 
counselling programs (should) be strengthened, expanded and coordinated 
at all levels . . .”” (190) They should “begin in the elementary school 
with educational and vocational planning based on early, continuous and 
expanded testing and diagnostic appraisal of each child . . . ; (191), and 
every secondary school should have sufficient trained professional counsel- 
lors to deal with adolescent problems.” (192) The qualified professional 
(guidance) staff... (should) include educational and vocational guidance 
counsellors, job placement counsellors, physical health personnel, psycholog- 
ists to assist in diagnosis and continued study of the children, and school 
social workers or visiting teachers to assist in the treatment of children 
with special problems.” (195) “The ratio of students to elementary 
school counsellors (should) be 600 to 1,’”’ (196), and ‘‘students per counsel- 
lor in secondary schools (should) be . . . 250 to 1. (197) ‘More adequate 
psychological and psychiatric services (should) be provided for all school- 
age youth in a ratio of one specialist to 2,000 pupils.’’ (198) 

LEISURE AND COMMUNITY RECREATION PROGRAMS, “including both 
physical and cultural activities and provided with adequate leadership, 
(should) be an integral part of every community.” (284) “Adults 
(should) avoid exploiting youth by pressuring them into highly com- 
petitive organized activities for which their bodies and minds are not 
adapted;”’ and “recognize children and youth as individuals, rather than 
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as projects in leisure-time pursuits, and allow each one to mature at his 
own rate.” (296) “Creative activities and personal participation (should) 


be encouraged and commercial and spectator forms of entertainment | 


minimized,” (297), and ‘‘some time (should) be allowed young people for 
unscheduled and undirected activities.”’ (301) 

It was further recommended ‘that schools and communities cooperate 
in designing out-of-school programs to provide constructive leisure-time 
activity consistent with sound principles of child development, and to 
counteract pressures for competitive athletics promoted by groups with 
good intentions but limited knowledge of the physical and social needs 
of children and youth.” (302) “Competitive sports for preadolescents 


(should) be supervised by trained and qualified leaders, emphasize partici- | 


pation and not stress competition out of proportion to its value for 
this age group, be available to all children and not only to the few 
more athletically skilled, and be further investigated as to their value for 
children.” (303) ‘‘Efforts (should) be made to increase the awareness 
of commercial interests of their responsibility for establishing and main- 
taining standards which contribute to the health and well-being of chil- 
dren and youth, (304), that the home, the school, and the community 
share responsibility for promoting and encouraging more intensive and 
extensive participation in physical activity (305); and that summer camp- 
ing be increasingly utilized.” (306) 

PHYSICAL HEALTH AND MEDICAL SERVICES now existing should ‘‘be 
assessed and evaluated to determine actual needs in any given area.” 
(382) It is recommended “that basic public health services be established 
in areas where they are lacking . . . , (383), that local full-time public 
health units be established and/or strengthened . . . , and that inter- 
disciplinary community health councils be established to identify and 
treat local health problems.” (384) New organizational methods should 
be explored “to provide public health services . . . (to) small popula- 
tions,”’ (385), and to devise “new methods for supervising the health of 
children in sparsely settled low-income areas. (386) “Inoculation of 
children against communicable diseases in accordance with the procedures 
set forth by . . . ‘scientific bodies’ should be required.” (387) “‘Periodic 
examination and continuous medical and dental care, including vision, 
hearing, and lingual problems, early detection and treatment of defects 
and abnormalities as well as the prevention and early treatment of disease, 
(should) be provided for all children, including those of mobile families, 
(388), studies, programs, and facilities for the medical and dental care of 
adolescents and the supervision of their general health (should) be planned 
in accordance with their special needs and characteristics . . . ,”’ (389), 
and communities should provide “the fullest possible protection against 
tooth decay by the fluoridation of water supplies.”’ (390) 

HEALTH EDUCATION recommendations suggested “that community 
organizations join forces to acquaint children and youth with the causes 
of alcoholism, its effect on health and related problems and on traffic 
safety; propose more creative use of their leisure time through effective 
alternatives to alcohol .. . (and) alert adolescents to the increasing 
evidence of causal relationship between smoking and lung ecancer.”’ (398) 
“Information programs (should) be developed to educate adolescents in 
sound nutritional attitudes and practices; emphasize to adolescent girls the 
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his importance of nutrition in preparation for motherhood; inform parents 
Id) | and others in charge of feeding children, of nutritional requirements as 
ent | recommended by professional authorities . . . , (and) alert parents to the 


for | dangers of fad diets and excessive intake of certain vitamins and supple- 
ments of ‘health foods’.”’ (400) 
ate MENTAL HEALTH recommendations asked “that each state establish 
ime | a comprehensive mental health service for children, preferably in associa- 
to tion with a university medical school or center, (407), and that mental 
vith health services be integrated into all basic public health services . . .”’ 
eds (408) The Conference further recommended ‘‘that the provisions of the 
nts | National Defense Education Act be expanded to assist communities in 
ACI- establishing psychological and guidance services in elementary schools, 
for (411), that mental health training be required for all teachers, (412), 
few that community agencies provide professional help to assist parents in 
for | understanding and caring for their children in a healthy emotional climate, 
1€SS (413), that community health and education centers be established where 
ain- | parents of preschool children can meet to discuss moral and ethical prob- 
‘hil- | Jems in a neutral setting . . . and that such centers also provide teenage 


“ classes in baby care, child health conferences, and family recreation.” (414) 
anc 


mp- IV. Personnel—V. Religion—VI. Values and Ideals— 
VIT. Human Rights 
“be These four sub-divisions are the composite report of forum findings 


ea.” | in areas not intimately related to the school health program. However, 
hed | the relationship to physical and emotional health and the influence on 
blic | growth and development of many of these items, makes their considera- 
iter- | tion by readers of the report worth while. 

and After a request for appraisal and publicizing of future personnel needs, 
ould | coordination of the planning and administration of training programs, 
ula- | and the establishment of a council representing each of the professions to 
h of | plan various phases of a national personnel recruitment program, a 
nof | minority report of Forum VIII states, “We recommend that references 
ures | to Federal Aid be revised to read ‘State and/or local governments,’ that 
odic | each state by thereby urged to assume its responsibility for education 
on, | and all services to the people, and to use its own initiative in securing 
ects | resources to support the programs herewith recommended.” (443) 


“ase, 
ilies, VIII. Children and Youth as Individuals 
re of Every child in school is an individual and, regardless of his physical, 


ined emotional or intellectual qualities, requires individual supervision and 
89), | assistance in acquiring an education and in developing an optimum pat- 
inst | tern of health and fitness. Many services and activities recommended 
; for school aged children by the Conference Forums pertained to activities 
inity | outside of the school, even though the school was interested in and may 
uses | contribute to most of them. With this in mind, the Conference recom- 
afe | mends that there be “equal educational opportunities for children and 
ctive | youth regardless of their level of ability, (517), that attention be given 
sing | to those who do not complete high school or continue their education in 
398) | college, (518), (and) that youth in early adolescence be relieved of undue 
ts IN | pressures from parents, schools, peers, or community organizations into 


s the | premature social adulthood, as for example, early dating.” (519) 


| 
‘ 
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It is suggested “that research be undertaken on such important 
topicsas . . . causes . . . of changesin children . . . from the creativity 
of the infant and preschool child to the conformity of the adolescent and 
the adult, and the proper balance between creative learning and assimila- 


tion of facts; optimum range of activity load that should be carried by , 


preadolescents . . . in terms of mental health and personality; method- 
ology of accident prevention and the causes and remedies of accident 
proneness, . . .”’ (521) 

THE HANDICAPPED CHILD was defined as “‘a child . . . (who) cannot 
play, learn, work or do the things other children of his ago can do; or (who) 
is hindered in achieving his full physical, mental and social potentialties, 
whether by disability which is initially mild but potentially handicapping, 
or by a serious disability involving several areas of function with the 
probability of lifelong impairment.” (547) With this definition in mind, 
Conference Forums recommended that ‘‘all private and public community 
services including schools be coordinated and community resources 
mobilized to assure early detection and definitive diagnosis of handicapping 
conditions; continuing evaluation of the total needs of the child; inte- 
grated treatment facilities and services; improved communication between 
agency and agency, between agency and related professional personnel, 
and between services and individuals needing them.” (553) 

It would be helpful for ‘‘schools and public buildings to be constructed 
with special provisions for the handicapped.” (555) ‘Programs of pre- 
vention and treatment of handicapping conditions (should) include the 
following: more use of existing knowledge for the prevention of handi- 
caps .. . ; better facilities for early diagnosis of physically handicapped, 
mentally ill, retarded, and emotionally disturbed children; multi disci- 
plinary diagnostic and evaluation centers . . . ; more extensive medical, 
educational and guidance facilities . . . ; all basic medical and dental 
preventive and treatment services available to normal children; (and) 
specialized medical services in schools, supervised by qualified medical 
personnel according to standards established by the appropriate State or 
— agency in consultation with the State or local medical society.” 
(556 

For the emotionally handicapped, it was recommended ‘that State 
and local governments participate in financing treatment services for 
emotionally disturbed children on the same basis as for other handicapped 
children, (566), that facilities and services for prevention, detection, 
diagnosis and treatment be improved and extended, specifically mental 
health consultation services in public schools ..., and community 
guidance services, particularly for children in the early school years.” 
(567) It was hoped “that treatment (will) be provided as early in life 
as needed and as soon after diagnosis as possible, (568), and that maximum 
use be made of existing services and facilities with coordination of effort 
at local, state and national levels.” (569) 


Comment 


Many of the Forum Findings reported in the Recommendations could 
be considered Conference policy even though they are sufficiently broad 
to be impossible to carry out with existing facilities or even with facilities 
and personnel that might reasonably be available in the near future. 
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However, this report indicates that people are becoming increasingly 
aware of the needs of our young. The Conference was composed largely 
of professional personnel and dedicated community leaders in the various 
disciplinary areas touching upon the life and health of children, so this is 
an informed statement even though it may be extravagantly hopeful in 
terms of future possibilities. 

There is repeated reference to the use of government as the resource 
for the various services and facilities that might be needed by children. 
This is to be expected since the state reports were prepared by a Governor’s 
Commission in most instances, whose working staff was drawn from 
governmental agencies. Though the White House Conference had the 
semblance of a voluntary effort, it was administered by a committee 
appointed by the President and drew its basic staff from the Department 
of Health, Education and Welfare, principally the Children’s Bureau. 
Persons employed in government “instinctively” turn to Federal tax 
money when communities within their concern have been slow to provide 
themselves with what appears to be needed. Unfortunately, the bene- 
fits of services regardless of their origin can reach their maximum only 
if the community is sufficiently well informed to utilize available facilities, 
to recognize their needs and to provide for a significant part of their needs 
by their own effort rather than by a gift or contribution from a higher 
government. Ideally, an individual (or his parent in the case of a child) 
is primarily responsible for his own food, shelter, clothing and health 
service. When he is unable to provide these, the responsibility falls in 
turn upon his family, his community, his county and his state, the Federal 
government being a resource of last resort. 

Many of you in school health programs, or in community responsibilities 
that touch upon the school, will recognize in this abstract, programs that 
should be established or expanded in your own community. You will 
recognize a repeated recommendation to work together across professional 
lines, to cooperate among agencies interested in children. Even though 
you may be unable to accept all of the philosophy expressed by enthusiastic 
advocates of various pressure groups, there is something here for every- 
body. A significant portion of the leaders in children’s programs in the 
United States were behind the Golden Anniversary White House Confer- 
ence on Children and Youth and used it as one way “to promote op- 
portunities for children and youth to realize their full potential for a 
creative life in freedom and dignity.’’ You can use the “Recommenda- 
tions’’ as a major stimulus to the development of more effective school 
health programs in the coming decade. 


Thanks to the rapid advances in the field of heart surgery, about four out of five 
children born with heart defects now can be helped by various operations. It is 
estimated that in this country, 30,000 to 40,000 children are born with congenital 
defects each year. The source of this and other information regarding the more 
common congenital heart defects that are operable is a booklet entitled, “If Your 
Child Has A Congenital Heart Defect,’’ recently published by the American Heart 
Association. It is intended principally for parents but should prove most interesting 
to health educators. 
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SOME REMARKS ON SCHOOL HEALTH EXAMINATIONS 


WERNER H. Biocu, M.D. 


Director, Medical Supervision and Health, School Health Department, 
Elmira, New York 


The New York State School Inspection Law of 1913 made the annual 
health examination of each student in public and parochial schools manda- 
tory. This examination may be done by the family physician. The 
School Health Service welcomes the family physician’s examination since, 
as a matter of policy, school examinations are limited screening procedures. 

Dwight Eisenhower initiated an eight year study when he was President 


of Columbia University, prepared by the Staff of the University’s Con- | 


servation of Human Resources Project which was titled ‘“‘The Ineffective 
Soldier; Lessons for Management and the Nation.” It deals with the 
2.5 million rejections or service separations during World War II from 
emotional or mental defects. (1) The question has been asked again and 
again “how could it happen that one out of three in their late teens and 
early twenties were found unfit for military duty in World War II?” 
If these draftees had had the benefit of regular school health examinations 
during their school years, why were there so many rejections? 

Of course the 18 to 25 year old draft age group had left school and 
had not been followed-up by periodic health examinations during the 
years between school and induction Much can happen during this 
interval. Gilbert Lyon, studying high school graduates and selective 
service findings, (2) showed that the majority of the defects involved 
either hereditary or such chronic diseases as asthma, rheumatic fever, and 
post-poliomyelitis paralysis. He thought that even a more intensive 
physical education program would have had no appreciable effect on the 
findings. Antonio Ciocco looked into the school health records of rejected 
draftees in Hagerstown, Maryland. (3) He showed that most of the 
defects were known to both parents and physicians and nothing had 
been done about them. 

Though the Selective Service figures came as a shock to most of us 
these findings should not be construed as indicative of a failure of the 
school health program. Selective Service reports do not include the 
accepted volunteers, and they do include in their rejection 1B and 4F 
groups from which 16% were accepted for limited service. (4) The four 
leading defects causing rejection were eye conditions, musculoskeletal 
defects (including flat feet), mental disorders, and illiteracy and dullness. 
The first two are physical defects, probably irremediable by the best 
school health program. Mental disorders, symptoms of our “Age of 
Anxiety,” caused 1.75 million to be lost for the defense of our country. 
The fourth class is not related to health, but is either an educational or 
biological problem, or both. The researchers of the Columbia Report 
(1) found also that the least educated (those with only a few years of grade 
school) had an ineffectiveness rate four times greater than high school and 
college men. Out of 2.5 million ineffective soldiers 760,000 men were 
not taken into the army because of educational deficiencies. 
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The expenditure for periodic school health examinations runs into tens 
of millions of dollars a year, yet a large number of remediable defects are 
never corrected. The defects (in the Hagerstown study, for instance) 
recorded in the school records were again recorded in the Selective Service 
records because nothing was ever done about them. This failure to cor- 
rect is not restricted to any particular city. In Pennsylvania in 1946 for 
example only 21% of the 79% who had physical defects received follow-up 
and medical care. In 1950/51 a similar analysis showed that only 52% 
of the children examined had physical defects and 48% of the defects 
discovered were corrected or under treatment. This is an improvement. 
After a renewed effort to acquaint parents and others concerned with this 
tremendous problem the rate has now gone down to about 40% of defects 
which could and should receive medical and remedial care. But even 
40% means that two children out of every five (some 400,000 out of one 
million) examined every year in Pennsylvania are found to have health 
problems. (5) 

An excellent job of detecting ‘‘remediable” physical and emotional 
defects is only half a job unless cooperative action and reaction is elicited 
from parents—the ones responsible for correcting defects. How can we 
motivate the parents of our school children to act upon the advice of our 
school physicians, nurses, dentists, and dental hygienists? How can we 
get these childhood defects corrected as well as detected? ‘“The answers 
are vital . . . The problem is not merely one of military fitness, although 
that, too, might on some critical day mean the difference between survival 
and defeat. In broader terms the problem is one of human happiness and 
efficiency, of strength versus invalidism’” (5) Some statistical material 
will give us some clues on the problem of follow-up in two specific health 
areas—hearing and vision defects. 

In a Chicago survey 37,000 children were given hearing tests. Of 
these, 2.8% were referred for further otological examination, and 2% 
were found to have impaired hearing. The Elmira School District (New 
York) has had a Hearing Program under uniform direction for three years 
involving individual sweep check and audiogram. All children kinder- 
garten through 4th, and in the 6th, 8th and 10th grades, and all new 
admissions or referrals in the other grades were given these screening 
tests. According to the Chicago Survey (6) only two out of five pupils 
were known to have been given an opportunity for correction and treat- 
ment. In Elmira nearly four out of five children with impaired hearing 
got otological care. This figure may improve with a more consistent 
rapport with the parents. 

All Elmira school children get an annual vision test, using the Snellen 
Test Chart (Good-Lite). It makes little difference whether the Snellen 
Chart, the Massachusetts Vision Test, or the New York Vision Tester is 
used. All show that about 15% of New York children have impaired 
vision, of whom 88.9% have their vision defects corrected. 

These findings show a lack of parental response, though in our local 
and state surveys the more encouraging reaction from our parents may 
be due to stress on the general importance of a medical follow-up when- 
ever a remedial defect has been detected by the school health examination. 
Our own efforts to detect physical and mental defects would be a waste 
of time, money and personnel if they were not matched by the whole- 
hearted support and active cooperation of the parents. 
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If our findings and recommendations are so important, why is there 
parental procrastination? What are the reasons for ‘unmet health need?” 

In many instances the children don’t complain and seem to be normal. 
Why should the parent then incur medical expenses? This reaction 
shows that we failed to explain the seriousness and implications of the 
particular defect to the parents. We shall be confronted with this attitude 
again and again unless we give more thought and time to the motivation 
of the parents. ‘Motivation for medical care, especially in the case of 
the so-called well children, is a highly complex process and as yet relatively 
few of its components have been identified.” (5) 

Toothaches are necessary motivation for 40% of the population to see 


a dentist. In general nonaching decayed teeth seem well tolerated and | 


dental help is sought usually on the basis of pain. Youngsters and their 
parents do not see the close relationship between dental defects and gen- 
eral health and well-being. According to a National Health Survey 42% 
of all Americans have not been to a dentist for three years or more. There 
is a widespread misunderstanding on the importance of dental care for 
baby teeth and that they can be saved for many years if given early care. 

This parents’ reluctance to do something for the child who acts and 
looks well but has an objective health defect could lead to an irremediable 
and even fatal outcome. ‘Cases of acyanotic congenital heart disease 
are particularly apt to result this way because children ‘‘don’t look sick” 
to the parents. By the time they do look sick enough, it is often too late 
in the progression of the disease to obtain a cure by operation; either the 
patient is too poor a surgical risk or irreversible pulmonary. vascular 
changes have occurred.” (7) 

Reasons given for not following medical recommendations according 
to a Chicago survey (8) included long distances to clinics to evaluate the 
school medical findings, the long waiting lists before the specialist could 
see the child for diagnosis, and another long waiting list for any recom- 
mended surgery. Though these factors are more common in larger cities, 
smaller communities are ‘also confronted with long waiting lists (Child 
Welfare and Psychiatric Clinic referrals). 

Sometimes parents accept their child’s defect or impairment as 
inevitable. (9) If a parent has several children with the same defect, he 
often finds comfort in the belief that this runs in the family ‘‘and nothing 
can be done about it,” or that the children will “outgrow it’’ eventually. 
It is human to accept certain heavy blows as inevitable and to adjust to 
them in a rather hopeless way. 

“To a rather marked degree, the rule seemed to be that children from 
larger families had more medical defects, and a lower rate of correction.” 
(5) This statement needs no explanation. Parents often tell us that an 
older child must get his medical attention first before the next one’s treat- 
ment starts. Financial difficulties will always be a deterrent or at least 
an excuse for not following up medical recommendations. A significantly 
great percentage of noncorrections of defects occurs in lower economic 
levels where financial need accounts for failures to correct. (10) 

“Tt is recognized that explanations given by parents for their failure to 
carry out recommendations for medical care may not reveal the true 
reasons for noncompliance. Defense against anxiety is probably one of 
the strongest motivating forces in human behavior and certainly being 
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suddenly confronted with an unsuspected physical handicap of the child 
may give rise to mixed feelings which are not easily resolved.” (6, 11) 
Even if the school nurses succeeded in ‘‘transmitting and interpreting the 
recommendations of the school physician to the parents, some of the 
resistant parents reacted to the recommendations themselves, or to the 
manner in which they were made with various combinations of fear, 
hostility, anxiety, or guilt.”’ (12, 13) 

Different ethnic backgrounds explain different reactions and, more 
specifically, a different approach to health problems. Cultural differences 
imply a different philosophy of life. (12, 14) The reasons for unmet 
health needs were reported by nurses who found that parents lack under- 
standing of the school health program (24.5%), they are inattentive or 
careless in responsibility (18.6%), they have economic difficulties—or lack 
of time (17.4%), they offer deliberate resistance (13.0%), they have 
language barriers and cultural differences (12.9%). No problems were 
encountered in 43.5% of the parents. (15) 

A look at some more encouraging and helpful features will refute this 
survey of negative facts which are in the way of a good followup in our 
school health program. 

In a study of physical defects among 9th grade students in Los Angeles 
it was found that the intelligence of the student was an important factor 
in securing correction of defects. Students with an IQ of over 110 had 
fewer uncorrected defects; those with IQ’s below 89 had significantly 
more defects uncorrected. (10) According to the Pennsylvania survey 
the parents’ educational level affected the rate of correcting action (5). 
Considering just the mother’s educational background, 48% of mothers 
with less than 8th grade education did nothing about correcting their 
childrens’ medical defects. Only 35% of mothers who were high school 
graduates and 22% who were college graduates were so neglectful. 

When a parent is present at the school examination defects are sooner 
corrected, (10-16) and all concerned have quite a different experience 
(student, parent, nurse, and doctor). Many problems in health can be 
solved easily when the right rapport is established. Unfortunately, this 
procedure requires more clerical preparation and more time than the 
present limited personnel and annual examination law permit. 

If our notice to the parent after the examination does not bring positive 
results the parent is visited or called by the school nurse or specially 
invited to come to school and talk things over with us. Parents appreciate 
an intelligent and adequate interpretation from nurse and doctor and this 
will increase the positive response that is needed to make our findings 
and efforts more worthwhile. 

If sometimes screening tests refer children for vision or hearing checkup 
incorrectly parents should not lose confidence in the entire school health 
program. Over-referrals do happen and an effort is made to avoid them 
by a repeat test and consultations between nurse and doctor and class- 
room teacher (10). No test is 100% accurate and with a highly sensitive 
test over-referrals are unavoidable. 

If friendly persuasion does not help, gentle force may be useful. When 
a minor wants a working paper he can be issued a limited working paper 
which allows him to go to work immediately. To get it permanent he 
has to see his dentist or medical doctor within three months to have his 
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defects corrected. Quite a few become “health-conscious” by this 
procedure. This motivation is not very noble, but produces action. 
The chance to make money or to have fun is a surprising motivation to 
children in taking care of long overdue remediable defects. 

The school health service informs the parent of physical or mental 
defects detected by the school physician’s examination. Equally im- 
portant should be any information parents could give us about the family 
physician’s examination of the child. ‘Very often school people can 
help to carry out recommendations of family physicians if the parents 
let them know what those recommendations are. Also, what school 
people observe about a youngster’s behavior or appearance may be very 
helpful to the physician concerned with the youngster’s health problems. 
The parents can see that the physician gets this information.” (17) 
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THE PRESIDENT’S PAGE 
In Retrospect—Personal Reflections 


Guy N. Maengss, M.D. 
President, 1952-3 


When one reaches the age where retirement is not too far in the future, 
he automatically has the privilege to reminisce. Likewise, because the 
arteriosclerotic processes of one’s cardiovascular tree are beginning to take 
their toll, his reminiscence is apt to be somewhat disorganized. But dis- 
organized as these may be, here are my ramblings: 

First, let me ask myself this question—if I had the privilege of reliving 
these past thirty years, would I choose the same field? This I would 
answer emphatically in the affirmative. Then it would logically follow 
that I would recommend to any young physician starting his professional 
career that he should consider the area of “‘school physician’’ particularly 
if he is interested in children and youth. 

Picture, if you will, a young man graduated from medical school 
whose ambition it was to do general practice in an urban community. 
He continued his post graduate training with a year of rotating internship, 
a year of straight surgical service, and in the middle of the second year of 
surgical service was confronted with the opportunity to become associated 
with & progressive suburban school system. This was during the eco- 
nomically ‘‘awful” early thirties. This opportunity seemed rich in its 
reward for providing the necessary funds to start in general practice. 
Now you have the picture of how I started my career in the school health 
service. During the first two or three years of this service, I ‘fell in 
love” with the work and the associations, so here I am after thirty years. 

Having received my training in clinical medicine, I would naturally 
be interested in the school health service area; however, I have learned 
to appreciate and respect the other major school health areas. 

Coming from preparation directed entirely toward clinical medicine, 
my inexperience and lack of knowledge for this “specialty” was appalling. 
I had no guidelines, and I found myself groping in the dark most of the 
time. Certainly some of my activities and notes relative to physical 
defects, I am sure, caused much parental anxiety, and were of little help 
to anyone. I had not become aware of the value of personal contacts. 

But in 1935 came my first opportunity to attend the convention of the 
American Association of School Physicians. Meeting such people as 
“Father” Outland, Doctor DeWeese, Doctor Keene, and many others 
enabled me to begin the formation of guidelines for a school health pro- 
gram and to prepare myself better for my work. 

In what ways has the school service program changed in the last 
thirty years? Our philosophies and problems have changed. In the 
beginning we were concerned with the control of communicable disease 
and in doing “physical examinations.’”” We soon learned that these 
physical examinations were just a formality, not worthy of the term nor 
of the time devoted to them. Today, with the modern means of preven- 


347 


lis | 
yn. 
to 
tal 
m- 
ily 
an | 
its 
ry 
ns. 
i, 
cal 
‘ds. 
n & 
__| 
|_| 


348 THE JOURNAL OF SCHOOL HEALTH 


tive medicine, we are not primarily concerned with communicable diseases. 
Our physical examinations are now conducted: by the child’s private 
physician with a report to the school. This change in the physical exami- 
nation program emphasizes what we have long recognized as two basic 
principles: one, the responsibility of the health and care of the child 
rests with the parents, and two, the best place for the physical examination 
and/or care for the child’s health is in his physician’s office. In other 
words, our program is not strictly service activity, but it has become a 
part of the total educational experience of the child. It is unfortunate 
that some school administrators still feel that the medical department 
should be one of service only. 

What advice would I give a young physician starting his work in 
school health services? 

1. Become well oriented in all phases of the school health area. 

2. Learn the importance of each phase of school health in which you 
had no association during your medical training. 

3. Cultivate the goodwill of the school administration and the entire 
school staff, particularly the classroom teacher. Each activity becomes 
easier when the cooperation and support of the teacher have been gained. 

4. Affiliate with educational professional organizations as well as with 
medical societies. 

5. Participate in medical society activities, particularly on the local 
level. The association with local physicians will be of invaluable help 
to you when it is necessary to contact them relative to a general situation 
or a specific problem with individual children. 

6. Participate in school workshops sponsored by educational insti- 
tutions and/or medical organizations. 

7. Affiliate with the American School Health Association, the one 
organization whose membership embraces representatives from every 
facet of school health. It is important to participate in the activities of 
this organization and to attend as many conventions as possible to take 
advantage of experiences of others in related work in various geographical 
areas of the United States. 

Indeed, my lot has been fortunate. It has been my experience to 
participate in school activities in a community which holds its schools 
high on the list of priorities, with administrators who have appreciated 
our department, and Boards of Education who have supported our 
programs. Certainly any success has been due to these factors, plus the 
loyalty of the members of the department. 


* * * 


Three authorities on the medical care of cardiacs, writing in the April, 1960, issue 
of Circulation, the official journal of the American Heart Association, state that the 
pressure and competition experienced in a job are in many cases good medicine for 
the man who has recovered from a heart attack. The ‘‘stress of daily living,’’ under 
question as a possible factor in heart disease, may be less harmful to heart patients 
than enforced inactivity. 

The report suggests that ‘‘too much rest”’ is likely to lead to ‘“‘physical and 
emotional incapacity.’’ The authorities further urge that we accept the philosophy 
that work is a normal part of living and important for the physical and emotional 
well-being of the individual. ‘‘Once a cardiac lesion has healed, rest and inactivity 
do not prolong life.’’ 


life 

as t 
“fal 
disc 


the 

edu 
four 
of t 
and 
fielc 
rece 
of e 
subj 
the 

tion 
fam 


of f. 
desc 

] 
It is 
adol 
prok 

livin 
spec 
and 
of Ii 
the 
pers 
and 

I 
is ta 
the 

no g 
as al 
it as 


ssue 
the 
> for 
nder 
ents 


and 
yphy 
onal 
vity 


FAMILY LIFE EDUCATION—QUO VADIS? 


Epe@ar C. Cumrines, Ph. D. 


Director of Education, American Social Health Association 


Many individuals and groups in this country have a stake in family 
life education. And there are as many definitions of this area of learning 
as there are groups. About the only thing they agree upon is the term 
“family life education,’’ which has generally come to be accepted as a 
discipline which commands some attention in our schools and colleges. 

Family life education is a young field and has consequently suffered 
the usual birth pangs which attend the genesis of anything new on the 
educational horizon. It began around the turn of the century with the 
founding of the child care and study groups. In the first two decades 
of this century its importance began to be recognized by our schools, 
and since that time it has been subjected to the reversals typical of any 
field of knowledge not looked upon as “solid’’ subject-matter. Most 
recently, with the advent of the Sputnik era, many educators and critics 
of education have been inclined to view family life education as a frill 
subject not consonant with our national determination to catch up with 
the Russians. 

In addition to a plethora of argument over just what family life educa- 
tion is, there has been (and is) a conflict between sex education and 
family life education. 

Although there will be a lack of agreement with this article’s definition 
of family life education, it is possible to construct one which generally 
describes the field. 

Perhaps first it would be wise to say that family life education is mot. 
It is not sex education per se; it is not economics; it is not the study of 
adolescence; it is not therapy; it is not the discovery of solutions to the 
problems of juvenile delinquency. 

The study of family life education includes what we know about family 
living and the behavior of people as family members. This area of 
knowledge, drawn primarily from the social and biological sciences, covers 
specifically the following: Preparation for marriage; the implications of 
and problems involved in being family members; the psychosexual aspects 
of life, including the reproductive, emotional and behavioral factors; 
the problems of childhood and adolescence; marital adjustment; and the 
personal, social and economic responsibilities and duties of the individual 
and the family within the framework of our society. 

Family life education teaches what is as well as what should be. If it 
is taught without reference to any or all of the above aspects, it is about 
the sume as excluding the Civil War from a history of the United States. 

No particular group invented family life education, and consequently 
no group can legitimately claim the sole interest in this area of learning. 
Sadly, some of the slow progress in the recognition of family life education 
as an acceptable discipline is due to the efforts of certain groups to claim 
it as their indisputable own. 

| believe that family life education would be best taught if it were 
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handled as a distinct and separate discipline, a status to which it has just 
as valid a claim as does, say, physical education. There has been, I 
think, too much of a tendency on the part of the family life educators 
themselves to give in too quickly and to accept what is called ‘‘integra- 
tion.”” Thus, family life education has been largely taught in bits and 
pieces by departments whose main concerns lay elsewhere. The result 
of this has been not integration, but fragmentation. 

An interesting commentary on this situation is presented by a recent 
survey of family life education as offered by the public schools of Indiana. 
91 percent of the school administrators said, in response to a question- 
naire, that their schools offered family life education courses. They 
also gave the names of the teachers in their schools who were supposed to 
be teaching this field. A questionnaire to these teachers revealed that 
more than one-third stated that they did not teach family life education. 
A reasonably good guess is that these were teachers who handled portions 
of marriage and family living content in other courses. Whatever the 
situation in Indiana, the estimate of the school administrators was overly 
optimistic. 

Nevertheless, it is better that young people obtain some knowledge 
about the principles of family living as parts of other courses than not at 
all. Advocates of the ‘‘not at all’ school abound, unfortunately, and 
confuse the real issue by insisting that any family life education in the 
curriculum is tantamount to offering fly-casting or parlor games. 

The real issue is the fact that our schools and colleges, far from offering 
too many of the so-called frill courses (a frill course has been defined as 
one which is not in your field), do not insist on high enough standards of 
instruction and performance in whatever they teach. There can be snap 
courses in philosophy and difficult courses in family life education! 

It is the contention of this article that family life education is a 
legitimate body of knowledge, it can be taught meaningfully and with 
high standards of scholarship, it belongs by itself as a distinct discipline, 
and since no other agency is handling it satisfactorily, our educational 
institutions must deal with it. Our schools derogate themselves, and not 
the content of family life education, when they label this as a frill subject, 
while at the same time giving attention to driver training, as just one 
example. 

Ideally, the home should inculcate the principles of mature living into 
our young people. But the home is not doing a satisfactory job; nor will 
it until new generations are educated toward acceptable modes of life. 
Similarly, the chief function of the church is instruction and inspiration 
in the tenets of our various religious beliefs—again an important part of 
constructive living, but far from the whole story and certainly not family 
life education. There is no more reason that the churches should take 
over the chief responsibility for educating people for better personal and 
family living than that the schools should be religious or quasi-religious 
institutions. 

The school is the only institution in our society which reaches all of 
our young people at one time or another. It is the only institution with 
the facilities (and someday, hopefully, the funds) with which to train 
teachers to help young people with their personal as well as their intellectual 
problems. This function does not in any way negate the primary task 
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of the school; to educate the intellect. But one does not educate the 
intellect in a vacuum, and most teachers will therefore agree that learning 
is as much a process of emotional as of intellectual interaction. 

What are some possible answers to the present dilemma in which 
family life educators find themselves? 

One answer is that they should stop being defensive about the value 
or legitimacy of their subject. Apology is one of the chief symptoms of 
insecurity, and the family life educator has no need to be insecure even in 
the face of transitory attacks. 

Preferably, family life education should be taught as an entity by 
specialists trained in this field, and educated in such a way that they are 
not afraid of those aspects of the field less acceptable to society in general. 
This is admittedly a long-range viewpoint, for the time has not yet come 
when there are enough specialists to go around. The establishment of 
the status of the field should, however, be the ultimate goal. 

Failing this, school administrators can seek out able teachers—gifted 
in dealing with students and their emotional problems—and have them 
prepared to handle courses in family life education. Some schools, en- 
countering behavior problems so vast and acute that something had to 
be done, have solved their situations in this way. 

It is essential that prospective teachers, particularly those headed for 
the elementary grades, be trained in family life education, whether or not 
they plan to specialize in this area. It is patently not enough for a 
prospective teacher to know his subject, although he must know this and 
know it well. He must also recognize that he is dealing with human 
beings who bring all of their problems into the classroom, just as he does 
and he must know a great deal more than today’s teachers, good as they 
are, about the interaction present in the teaching and learning situation. 

We must encourage more young teachers to specialize in family life 
education, for there are not now enough candidates in this area to do more 
than scratch the surface. This is another long-term goal, but a vital 
one; just as vital as obtaining more bright young people for the whole 
field of teaching. Until our society recognizes the teacher of any subject 
as on a par with other members of society, this step will not be taken. 
(Nor will it be taken, anyway, in some states unless or until the federal 
government puts education at the top of the list and provides much greater 
funds for the purpose of improving our entire educational system). 

My final suggestion is one toward which I have already indicated a 
lack of enthusiasm. This would lead to more integration of family life 
education into other subject-matter fields. I fear that the end result 
would be little integration and less family life education. The approach 
has been tried a number of times, and while there are exceptional teachers 
who incorporate a great deal of family living material into their courses, 
I fear that integration here is about the same as the integration of religion 
into a course in physics. 

There remains the conflict between sex education and family life edu- 
cation, and while I shall make no attempt to resolve it, I should like to 
offer some suggestions to those in the two camps. 

The surest way to kill the interest of a school or community in a good, 
solid course in family life education is to place an inordinate emphasis on 
sex. Communities have been split apart in this way and many a school 
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administrator has lost his job because he has been accused of “giving the 
students too much sex information.” 

However, it is high time that the family life educator recognized the 
fact that the sexual and particularly the psycho-sexual aspects of family 
living have a place. It is partly the failure (or fear) to recognize this fact 
that has led the sex educators to claim the whole bundle as their own. 
Sex education can and should be taught within the context of courses in 
marriage and family living. 

Thirdly, in defense of sex education, it is a curious commentary on our 
civilization, A. D. 1960, that we flood our news and communications media 
with information about sex, but we balk at permitting qualified teachers 
in our schools and colleges to discuss this basic area of human existence. 
We urge parents to tell their children about sex, knowing quite well that 
many parents cannot do an adequate job, but we refuse to allow our 
educational institutions to handle the emotional and reproductive aspects 
of sex in any but the accepted “‘tea and crumpets” fashion. Unfortunately, 
this tendency to pretend that sex is injurious to our young people, when 
properly handled, also manifests itself in a great many text books on 
family life education, some of which perform the unusual feat of setting 
forth the principles of family living as though all sex were absent. Shades 
of our Puritan ancestors! 

Family life education has other difficulties from which it must recover 
before it will become an important and accepted content area. It is too 
much concerned with the family as it ought to be, and not sufficiently 
concerned with what it is and what has happened to it just within the 
past few decades. If we are to reach the Puerto Ricans of New York 
City, we cannot do so on any idealistic or upper-middle class basis; we 
have to teach and reach them on their level. Too much is said about 
complete, happy families, fun and togetherness, without taking a long 
hard look at the changed and changing structure of the twentieth century 
family in an industrialized, urban civilization; a family where there is 
small opportunity for togetherness; where the atomistic process is far 
advanced. 

We should cease describing the family as somebody’s picture of an 
idealized group, or a group that existed some years ago in a totally dif- 
ferent form. Urbanization, “prosperity,’’ women at work, men commuting 
and absent from home, the emancipation of young people—all of these 
things should be taken more into account in our family life education task. 

Finally, and probably most important, our educational system must 
lead the surrounding community and society. We are too content, i 
family life education as in many other areas, to hesitate, to look to the 
community or to the boards of education for guidance, when in reality 
it is the teacher and the administrator who must lead. That such leader- 
ship produces tangible and significant results has been demonstrated from 
time to time by those who are not afraid to pioneer in one of the most 
difficult of all fields—human behavior. 
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ANALYTICAL STUDY OF SCHOOL HEALTH SERVICE 
PRACTICES IN THE UNITED STATES 


EvizaABEeTH A. Neruson, Ed. D. 


Associate Professor and Chairman, Department of Health and Physical 
Education, State Teachers College, Lowell, Massachusetts 


It is generally recognized that the school health program is an essential 
unit of the total educational program but it is surprsing how little is 
known of what is being done in this area. Educators have the challenging 
task of using all available professional health resources to promote and 
maintain optimum health of the children entrusted to them. According 
to the outstanding leaders in the field, there are changes in the health 
problems of the school-age child and consequently there is a need for the 
school health procedures to be adapted to these changing conditions. 


Definition of Terms 


In order to clarify certain terms used in this study, the following 
definitions are offered: 
School Health Services. It is the purpose of school health services to: 


a. appraise health status of pupils and school personnel; 

b. counsel pupils, parents, and other persons involved concerning appraisal 
findings; 

c. encourage the correction of remedial defects; 

d_ help plan for the health, care and education of the handicapped child; 

e. help prevent and control diseases; 

f. provide emergency care for the sick or injured.! 


Item. Category used to ascertain the extent to which the selected cities 
subscribe to the practices recommended by the jury. 

Option. One or more choices of school health service or administrative 
practice listed under each item used to execute the school health service 
program. 

Population Group I. As determined by the United States Census classi- 
sification, were all of the cities within the population range of 100,000 to 
499,999.2 

Population Group II. As determined by the United States census clas- 
sification were those cities with a population of 50,000 to 99,999. 
Population Group III. As determined by the United States census clas- 
sification were those cities with a population of 10,000 to 49,999. 


Pur pose of the Study 


The purpose of this study was: (1) to analyze and compare the 
school health service practices in three separate census groupings using 
random sampling techniques where necessary ; (2) to show by an analysis of 


‘American Association for Health, Physical Education and Recreation, Report 
of the Committee On Terminology, Washington: The Association 1951, (September, 
22: 7, 14-15). 

*United States Office of Health Education and Welfare, Statistics of City School 
Systems, Staff, Pupils and Finances, Biennial Survey of Education in the United 
States, Washington, D.C., 1954. 
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the options separately for each census group what differences there are, 
if any, in school health service practices in communities of varying sizes; 
and (3) to show what different practices are related to different plans of 
administration of the school health services. On the basis of the criticisms 
of fifteen experts from the areas of medicine, health education and public 
health, an inquiry form was developed with 61 categories and 620 options 
arranged under six major divisions. Upon receiving the inquiry forms 
back from the 250 communities they were transferred to a special I.B.M. 
answer sheet for graphic item analysis.* 


Current Status of School Health Services 


The findings should be of interest to school administrators, school 
health service administrators, public health officials as well as all of the 
school health service personnel. 

Contrary to the belief held by many administrators, the provision for 
the school health service program is in the overall budget of the local 
community board of education according to the reports from the majority 
of the cities who cooperated with this study. 

There is no uniformity regarding the person charged with the respon- 
sibility of directing and coordinating the school health services through- 
out the school system. The largest population group, or Group I, has 
preference for the school medical advisor. Population Group II recog- 
nizes the school health coordinator for this work and Group III records 
the greatest percentage in favor of the superintendent of schools handling 
this duty. However, all three groups recognize the importance of the 
health coordinator or administrator being responsible to the superin- 
tendent of schools. 

There appears to be no consistent pattern of coordinating the (1) 
school health services, (2) physical education and (3) health instruction. 
The larger cities show a higher percentage response for having the three 
programs under one administrative head namely a school health coordi- 
nator but the percentage was not significantly high. 

In response to the item asking about the kind and number of profes- 
sional personnel available to the school, all of the groups show preference 
for a full-time school medical advisor as compared to a public health 
physician. The same high percentage recognition applies to a school 
nurse as compared to a public health nurse and a school dentist rather than 
a public health dentist. It is quite interesting to note that 67% of the 
cities participating in the study in Group I have full-time school psychol- 
ogists and this is higher than the percentage recognition indicating tech- 
nicians for testing vision or dental hygienists. ‘ihe other professional 
personnel available to the schools include school health coordinators, 
noticeable in Group I as compared to Groups II and III, speech and 
hearing therapist, audiometrist, supervisor of nurses, occupational thera- 
pist, lip reading specialist, school medical director, school adjustment 
counselor, part-time dental assistants and psychiatric social workers. 
The cities whose school health services were administered by the board 
of education had more full-time personnel than those administered by 


3Elizabeth A. Neilson, Analytical Study of School Health Service Practices In the 
United States, Doctor’s Dissertation, Boston University, 1957. 
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the board of health. The larger cities had more professional personnel, 
both full-time and part-time, than the smaller population groups. 

Throughout this study it is noticeable that the nurse has the greatest 
responsibility for meeting the needs of the child in respect to the health 
services. Over 70% of the participating cities have a specialized school 
nursing service. She is responsible for supervising the care of the health 
record card in respect to order and completeness as well as availability 
for use by all of the school staff. However, other members of the school 
staff have access to the pupil’s health record card and they include the 
administrators, guidance counselor, teacher and school medical advisor. 

This health record card is started when the child enters kindergarten 
and is a cumulative process through grade twelve. The periodic general 
medical examination is given at specified grade levels. The first one is 
given when the child enters school and percentages indicate that three 
additional periodic examinations are given before the student graduates 
from high school. This is a consistent pattern in all three groups. In addi- 
tion to this pattern the referral examination is used in all of the cities for 
those children needing a medical conference previous to the periodic 
general medical examination. This examination is given in the school 
health room. 

The periodic general medical examination is given by the greatest 
number of communities in population Groups | and II by the family 
physician but in Group IIl the percentage indicates that the school 
medical advisor attends to this service. Administratively speaking, the 
cities under the jurisdiction of the board of education, have the largest 
number of their communities using the school medical advisor for this 
service as compared to the cities under the jurisdiction of the board of 
health which have the family physician attend to this examination. 

At the time of the medical examination, the school nurse is the key 
person to assist the school medical advisor. In a smaller number of 
communities throughout the country the public health nurse, the teacher, 
and a representative from the P.T.A. assist the physician. 

The average amount of time used for the periodic general medical 
examination by the majority of the cities is about ten minutes but there 
are variations above and below this number. 

The child contributes some of the information at the time of the 
physician’s examination but the study shows that the parent, guardian 
family physician, teacher, guidance personnel, physical education super- 
visor, older brother or sister cooperate in revealing pertinent information 
and health facts. 

Concerning the removal of clothing for the medical examination, 
during the elementary years two facts become apparent. Most of the 
cities indicate that the children at this level strip to the waist with shoes 
and stockings removed. They also are found to remove clothing depend- 
ing upon the physician’s findings. For the secondary level, a great 
variety of plans are used but the greatest recognition seemed to be given 
to the same two plans indicated for the elementary level. 

At the time of the periodic medical examination when the child first 
enters the school system 50-100% of them are accompanied by one or 
both parents but at subsequent examinations in the elementary school 
only 8% of the children have a parent in attendance. 
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Because of the extensiveness of the items and options listed on the 
inquiry form concerning the facts found on the health record card, it will 
be necessary to group the findings. All of the options under the item 
family history were found to be on the health record cards in all groups. 
Information concerning immunization, diagnostic tests, physical, medical 
and health history as well as the summary of the doctor’s and dentist's 
findings were found to be on the card. The teacher plays a vital role 
in assisting with points on this health record card. She observes the 
child’s eyes, his reactions concerning hearing, emotional adjustment, 
nervousness, speech defects, general appearance, excessive use of the 
lavatory, nail biting, personal hygiene, twitching movements, coopera- 
tion, shyness, mental attitude, leadership, sleep habits, hair, skin, scalp, 
and others. 

When remedial work is corrected on the advice of the school, all 
population groups checked the point that there is a place on the health 
record card for it to be recorded. The nurse attends to this recording 
duty with the assistance of the teacher in some communities. 

At the elementary level, the cumulative health record card is located 
in the individual school office: according to the response from the majority 
of the cities. The other named locations receiving some recognition 
includes a separate file under the supervision of the nurse and on the 
teacher’s desk. The junior and senior high school health record cards 
are kept in a separate file under the supervision of the nurse with the 
next highest percentage recognition indicating that they are also kept in 
the individual school office. This study indicated that any school official, 
teacher, as well as the school health service coordinator and nurse should 
have access to the child’s health record card. 

The individual puretone sweepcheck test is the instrument used by 
all of the population groups, with only a few exceptions, for the purpose 
of checking the hearing of the students. The nurse is the person respon- 
sible for giving this screening test in the majority of the cities. The 
speech and hearing therapist, school audiometrist and technician trained 
in the use of the machine were also used for the purpose of giving this 
test by some of the groups. Although other personnel were listed, no 
significant percentage recognition was assigned to them. 

The majority of the cities in all three groups use the Snellen Eye Chart 
for the purpose of giving the visual screening test. The Massachusetts 
Vision Test received the second highest recognition and the Keystone 
Telebinocular was the third choice. Again, the school nurse is responsible 
for giving this screening test in the great majority of the cities who par- 
ticipated in this study. The teacher was listed second as far as _per- 
centage recognition was concerned with only 12% or less indicating trained 
personnel or technicians available. 

Most of the cities throughout the country have the school dentist make 
the routine dental inspection. All of the cities indicate that there are 
definite periods during the school years for the dental inspection. The 
exact number of inspections varied according to the groups. In the cities 
where the family dentist attends to the regular denta! inspection other 
means was available for the children who did not have a family dentist. 
In some instances the school dentist assists and in other situations a loan 
fund is made available to private dentists. In other cities the board of 
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education employs dentists for the annual inspection or a dental hygienist 
attends to the inspection. 

After the medical inspection or examination and screening tests have 
been completed, the school nurse is responsible for the duty of informing 
the parent concerning the results. When a serious deficiency or health 
problem is discovered and referral for further diagnosis is needed, the 
school medical advisor assists with this professional service but the school 
nurse finds this to be her responsibility in the majority of the cities. 

When a student is to be excluded from school because of manifesting 
suspicious signs of a communicable disease, the principal of the school 
attends to this health service in most of the larger cities throughout the 
country while the school nurse has this assignment in population Group 
III. When it is time for the student to be readmitted following his 
exclusion from school, a medical certificate from the family physician is 
the policy employed in most school systems. The only other option of 


the eight listed that received any reasonable recognition indicates that a 


member of the Public Health Department issues a certificate, 

When a mentally or emotionally distured student is found in the school 
he is referred to the local child guidance clinic. A small percentage of 
the participating cities send the student to the psychologist, psychiatrist 
or their family physician. 

In addition to the nurse discussing the result of the physical and 
medical examination with the students, provisions are made in 79% of 
the communities for follow-up services regularly when the need is indicated. 
The nurse also accepts the responsibility of seeing that the physician’s 
recommendations are carried out. 

Parent conferences are not held for every student in order to discuss 
their health status but only for special remedial cases and in some of the 


participating cities, only for the critical cases. 


The communities do provide aid for those children who cannot afford 
to pay for remedial services concerned with dental problems, medical 
findings, visual and speech impairment and auditory weaknesses. The 
public tax funds, the local department of public health, outpatient de- 
partments in hospitals, the community chest and local funds and clinics 
afford the greatest amount of assistance for these students. 

Special education is provided in the majority of the cities for children 
handicapped by physical defect, disorder or disease, mentally retarded, 
emotionally disturbed or socially maladjusted. However, only the large 
metropolitan cities are able to afford services for the students with a 
superior intellectual capacity, the gifted students and the exceptional 
child. 

The American Red Cross First Aid and Safety Service Practices are 
administered by a variety of personnel in all of the participating cities. 
It is of interest to find that the nurse is responsible for this work in over 
80% of the cities. The teacher, physical education instructor, coach and 
health teacher attend to this duty in many of the cities throughout our 
country. 

There is very little coordination between the Guidance Department 
and the School Health Service Administrator except when the need 
arises. Regularly scheduled conferences take place in less than 31% 
of the city school systems. 


) 
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There are opportunities for in-service education for health service 
personnel as well as to inform the teacher about current health principles 
and practices. In Group I, 92% of the cities have this service. In 
Group II 81% attend to this vital pee and in Group III 70% of the cities 
register that ‘this service is available. In order to implement this program, 
most of the professional personnel found on the inquiry form received 
sizeable percentage recognition but those receiving the highest included 
the school medical advisor, the nurse, an ear specialist, an eye specialist, 
a dentist, a psychologist, private physicians, the health heacher, social 
worker, and specialists from volunteer health organizations. Again, it is 
important to emphasize that Group I has a greater number and variety 
of professional personnel cooperating with this program than the other 
population groups. 

Planned conferences between teachers and the nurse seem to take place 
in the health service programs only when the situation requires it. 

Many of the cities throughout the country have representatives from 
the local medical, dental and voluntary health organizations on the school 
health council or advisory board. Provisions are also made for the school 
health authorities to confer with leaders of the local medical and dental 
professions and leaders of other community agencies. This is accom- 
plished in several ways. Examples include, coordinated conferences 
arranged by the school medical advisor between leaders of local medical 
and dental societies and other agencies, and school health personnel on 
committees with the local medical society which meet monthly. 

Over twenty-five local and state agencies assist the city school systems 
with their school health service program. The most active contributing 
groups include the State Crippled Children’s Service, American Red 
Cross Safety Services, Local Welfare Departments, Parent Teacher 
Organizations, Service Clubs, National Foundation for Infantile Paralysis, 
the Local Medical Society, the Local Dental Society, State Department 
of Education, Local Civic Groups, State Tuberculosis Organization and 
the State Division of Maternal and Child Health. 


Conclusions 


Common weaknesses within the school health service program exists 
for all three population groups. 


1. There is a need for better coordination between school health services, 
physical education and health instruction. 


2. There is a lack of full-time and part-time professional personnel to carry out’ 


this health service program. 

3. There is a lack of specific personnel to plan and construct the school health 
record card in respect to content and format for all groups. 

4. There is a need for parent conferences in order to assist the child. 

5. There is insufficient community aid for those children who cannot afford to 

pay for remedial medical, dental, speech and hearing services. 

. There are insufficient planned conferences between individual teachers and 

nurses for every child. 

. There is a lack of personnel adequately trained which limits the follow-up 

program. 

8. There are weaknesses in respect to the representation of the local medical, 
dental societies and voluntary agencies on the school health council or 
advisory board. 

9. There is inadequate prevision for special education for children of all types. 
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Of the three population groups represented for this study, the large 
metropolitan communities offer more health services than either of the 
other two groups. More of the cities have administrative heads to 
coordinate the health services, physical education and health instruction 
program. There are not only more full-time professional personnel 
available but also more kinds of professional personnel to meet the needs 
of the child. Parent conferences for every child are held to a greater 
extent than in the other groups. 

It is of great importance to know that those cities under the control 
of the board of education have a more complete school health service 
program to best meet the needs of the child than those under the control 
of the department of public health or joint administration. There is 
dependable evidence also that those under joint administrative plan have 
more services for the child than those under the jurisdiction of the board 
of health. 

The situation in respect to school health service practices in the United 
States revealed by this study could be said to be characteristic of the 
whole country since 41 out of the 48 states participated. 
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REPORT OF THE SCHOOL NURSING COMMITTEE* 
1959 


The activities of the Committee in 1959 were, in many respects, a con- 
tinuation of projects which were initiated in 1956. At that time, three 
sub-committees were established, as follows: 

1. Sub-committee No. 1. A study of an evaluation form for school 

nurses. 

2. Sub-committee No. 2. A study of certification of school nurses 

by State Departments of Education. 


3. Sub-committee No. 3. A study of baccalaureate programs with a 

major in School Nursing. 

The sub-committee on evaluation, under the chairmanship of Miss 
Louise Denison, has been engaged in an attempt to develop some sugges- 
tions which will be useful to the school nurse in evaluating her program, 
During the first year of work, the committee explored some of the many 
facets of evaluation and then agreed to concentrate on the development of 
a guide for self-evaluation. Miss Denison submitted a final report for 
this sub-committee on October 17th. The guide developed by this sub- 
committee, offers examples of many techniques which should be helpful 
to school nurses in the development of an evaluative procedure appropriate 
to their own program. Several basic techniques of evaluation are de- 
scribed and, in addition, the guide includes ten basic concepts for group 
evaluation. Upon the completion of this project, it was agreed that the 
sub-committee on evaluation should be terminated. 

The sub-committees on certification and study of B.S. degree programs 
have had an exciting and unusual career. Under the leadership of Mrs. 
Helen Watson, Miss Grace Lofthouse, Miss Irma Fricke and Miss Dorothy 
Tipple, these sub-committees have been engaged in several independent 
and joint projects. Perhaps the most significant aspect of the activity 
of these committees is the cooperative working relationship which has 
been established with the American Nurses Association, National League 
for Nursing and Children’s Bureau. 

One of the tangible results of this working relationship is a report 
entitled “Essential Considerations for Certification of School Nurses 
Employed by Boards of Education.’”’ This report was prepared by a 
special committee on certification of the School Nurses Branch, Public 
Health Nurses Section, American Nurses Association. Several of the 
committee members were also members of the sub-committees on certifi- 
cation of the School Nursing Committee of this Association. 

In November, 1957, upon the recommendation of the School Nursing 
Committee, the Governing Council of the ASHA approved a resolution 
to undertake a survey of programs of study currently preparing nurses 
for school health work. The NLN was advised of this action and expressed 
interest in the project. With the co-operation and financial assistance of 
the Children’s Bureau under Miss Ruth Taylor’s leadership, it was pos- 
sible to bring together an inter-disciplinary group to explore the problem. 

*Approved for publication by The Committee on Study Committees and The 
Executive Committee, March, 1960. 
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This conference was held June 5-7, 1958, at Columbia University, New 
York City. Reports of this conference have been widely distributed to 
school nurses and to other members of the ANA, NLN and ASHA. 

Since 1958 there has been continuous progress in the implementation 
of the conference recommendations. The first recommendation was as 
follows: ‘That the ANA develop a separate statement of functions com- 
bining the elements of the current ANA and ASHA statements; that this 
statement be referred through the existing organizational channels for 
study by school nurses in local communities; that it also be referred for 
study to school administrators and others in the field of school health 
work; that one statement of functions for school nurses be prepared, and 
that ANA request endorsement of this statement by ASHA, AMA, APHA, 
NEA and others concerned.’”’ The School Nurses Branch, Public Health 
Nurses Section, American Nurses Association has been engaged in the 
project of preparing a new statement of function. This is now in tentative 
form and will be voted upon at the convention of the ANA to be held 
in May. After it is acted upon by the ANA, it will be studied by the 
ASHA. Therefore, at Atlantic City, the School Nursing Committee 
recommended the formation of a new sub-committee whose purpose shall 
be to study and act upon the “Statement of Functions for School Nurses” 
after it has been considered in May by the ANA. Miss Irma Fricke will 
serve as chairman of this new sub-committee. 

The second recommendation of the June 1958 conference was as 
follows: “That the educational preparation of nurses in the states 
which require certification be evaluated through studying a sample of the 
educational preparation of such nurses meeting certification requirements.”’ 
The third recommendation was: ‘‘That the results of available studies 
which have been done in the field of school nursing be summarized as to 
the points of view and issues concerning educational preparation.”” These 
two recommendations, proposing studies to be done, have been brought 
to the attention of the NLN Board at the request of the Steering Com- 
mittee of the Maternal and Child Health Council. Action on these two 
recommendations is related to the completion of the statement of function 
and to implementation of Recommendation IV. 

The fourth recommendation was: “That the Council of Member 
Agencies of the NLN’s Department of Baccalaureate and Higher Degree 
Programs consider a discussion of the problems for school health work at 
its next meeting.’”’ A discussion of this problem was placed on their 
agenda at a meeting held on May 9, 1959. At that time, by a unanimous 
vote of the representatives, it was recommended “. . . that the National 
League for Nursing’s Department of Baccalaureate and Higher Degree 
Programs consider the development of a proposal to undertake a study 
of educational preparation of nurses for school health work and that it 
seek the necessary funds to do the study.”’ The climax of our Atlantic 
City meeting was reached when we were able to announce that the Chil- 
dren’s Bureau has allocated a grant of $30,000 to the NLN to do this 
study. It is proposed that the study will get under way in February of 
1960 and will be carried out by Dr. Elizabeth Stobo of Columbia Uni- 
versity. We anticipate that this study will include a survey of current 
programs but will focus on what the desirable preparation should be for 
any nurse doing school health work. We are most optimistic that we are 
making sound and satisfactory progress in finding the solution to more 
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adequate educational preparation for the school nurse. We recognize 
that rapid action is neither possible nor desirable but we are convinced 
that we are on the right track. 

The ASHA deserves credit for providing the leadership necessary to 
stimulate the action but, as I previously indicated, perhaps the most 
outstanding development is the joint approach to this problem by the 
professional organizations on the national level. The School Nursing 
Committee is represented, and will continue to participate in an advisory 
capacity, in the project of the NLN but it seemed essential to reorganize 
our sub-committees to serve the purposes of our present role. Therefore, 
it was recommended that the two sub-committees on Certification and 
B.S. Degree Programs in Nursing be merged to form one sub-committee 
to be called the sub-committee on Academic Preparation for School 
Nurses. This sub-committee will serve in an advisory capacity as neces- 
sary, and will continue the activities previously carried out by the two 
sub-committees. Mrs. Helen Watson, who has served as chairman of 
the sub-committee on Certification will continue as chairman of the 
newly formed sub-committee on Academic Preparation for School Nurses. 

In 1959, at the convention in St. Louis, one of the recommendations 
presented to and acted upon favorably by the Governing Council was 
as follows: ‘That a sub-committee be established whose responsibility 
it shall be to seek out, to work with, and implement, if indicated, and to 
compile studies currently being carried on by school nurses.’”’ This sub- 
committee was activated this year with Mrs. Pauline Carroll serving as 
chairman. The first meeting of this sub-committee was held at Atlantic 
City. There was general agreement that a compilation of reports of 
informal surveys, studies, and projects carried on by school nurses through- 
out the country would be of great value and interest to staff nurses and 
supervisors and as a public relations tool for the interpretation of school 
nursing services. Twelve school nurses volunteered to be sub-committee 
members representing country-wide geographical areas. For this year, 
the committee members will channel information about studies to the 
chairman by June 1, 1960. Briefs will be prepared for a report at the 
San Francisco meeting. School nurses throughout the country are invited 
and encouraged to send reports of surveys, studies, and projects to Mrs. 
Carroll. It is the hope that in time to come an official exchange service 
can be developed. 

Many of the study committees of the American School Health Associa- 
tion have consultants from the related professional fields. During the 
past year the School Nursing Committee has chosen the following con- 
sultants: Dr. Charles Pemberton from Houston, Texas as the consultant 
from the field of medicine; Dr. Francis Livingston, State Department 
of Health, Concord, New Hampshire as our dental consultant; Dr. J. 
Keogh Rash, Indiana University, Bloomington, Indiana as the consultant 
in health education; Dr. Elizabeth Stobo, Columbia University, New 
York City as nursing education consultant; and Dr. Osear M. Chute, 
Superintendent of Schools, Evanston, Illinois as the consultant in school 
administration. 

The chairman of the committee, has had numerous opportunities this 
year to serve at conferences and, promote more understanding of our 
professional convictions. Following is a list of the conferences attended 
by the chairman: 
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The Second National Conference on World Health, sponsored by 
the National Citizens Committee for the World Health Organiza- 
tion. This conference was held in Washington, D.C. May 7-9, 
1959. 

The biennial convention of the National League for Nursing was 
was held in Philadelphia the week of May 11, 1959. On Tuesday, 
May 12th, one of the program meetings of the Council of Maternal 
and Child Health Nursing was a discussion on the topic: ‘‘Pre- 
paring Nurses for School Health Work for a Growing Nation.”’ 
Dr. Elizabeth Stobo presided, your chairman served as moderator, 
and the participants were: Dr. Marie Farrell, Boston University; 
Mrs. Helen 8. McAleer, Directors School Nursing Services, Upper 
Marion Township School District, King of Prussia, Pennsylvania; 
and Mrs. Helen T. Watson, Consultant, School Health Services, 
State Department of Education, Hartford, Connecticut. 

On June 7, 1959 at Atlantic City, prior to the opening of the 
annual convention of the AMA, a pre-convention session on School 
Health was held. It was sponsored by the ASHA, in cooperation 
with the Department of Health Education of the AMA. I had 
an opportunity to speak for school nurses on the topic: ‘The 
Future of School Nursing.” 

On October 28, 1959 I was invited to address the School Nurses 
Branch of the Massachusetts State Nurses Association on the 
topic ““The School Nurse Today and Tomorrow.”’ 

On October 30, 1959 I was invited to speak at the Annual Con- 
vention of the Virginia Teachers Association to the Department 
of School Health Consultants on the topic “Improved Health— 
The Task of Education.” 


At the annual convention in Atlantic City we were able to hold pre- 
liminary committee sessions on Saturday afternoon and evening, October 


17th. 


This provided an opportunity to have reports of the sub-com- 


mittees, to discuss a number of problems related to committee reorganiza- 
tion, and to do some planning for future committee activities. These 
preliminary sessions enabled committee members and conference partici- 
pants to take care of a great deal of the essential committee activity prior 
to the opening of general ASHA sessions. It proved to be so successful 
that the committee has requested similar planning at future conventions. 


The following committee reorganization was discussed and approved: 


1. 


The present chairman of the School Nursing Committee, the 

immediate past chairman, and the chairmen of sub-committees 

shall serve as a “steering committee’ to facilitate committee 
activities. 

Committee activity will be carried out by the following sub- 

committees: 

a) The sub-committee on Academic Preparation for School Nurses, 
under the chairmanship of Mrs. Helen Watson, Consultant, 
Health Services, State Department of Education, Hartford, 
Connecticut. 

b) The sub-committee to study the ANA “Statement of Functions 
for School Nurses’’, under the chairmanship of Irma Fricke, 
2647 Broadway, Evanston, Illinois. 
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c) The sub-committee on Projects and Studies, under the chair- 
manship of Mrs. Pauline R. Carroll, Abington Township 
School District, Abington, Pennsylvania. 


It was recommended that each chairman invite membership to her 
sub-committee on the basis of geographical distribution and interest in 
the project. However, if there is any school nurse who would like to be 
an active member of a sub-committee, please feel free to contact the 
chairman of that sub-committee and indicate your interest. This form 
of sub-committee organization was suggested in order to facilitate com- 
mittee activities. All school nurses are invited to attend and participate 
in committee and sub-committee sessions at the annual conventions. 


3. A nurse representative will be sought in every state who will serve 
as the liaison between the chairman of the School Nursing 
Committee and the ASHA nurse members in that state in order 
to establish better channels of communication. 


In addition to the sub-committee activities which were established, 
there was discussion of several other problems which need study. The 
most pressing one was related to a recommendation for a desirable pupil 
load for a school health nurse. This will require some research and, 
therefore, the suggestion was made that we inquire of the ANA as to the 
feasibility of research in this area by their organization. 

It is obvious that the activities of the School Nursing Committee 
exert an ever-widening and profound influence upon school nursing. We 
are recognized as one of the professional organizations making a vital con- 
tribution to school health. Our committee has attained recognition on 
the national level. We are assured that our recommendations will be 
given consideration by the other professional nursing organizations. On 
the other hand, these organizations are looking to us for advisement on 
projects initiated by them. We are, therefore, charged with a serious 
responsibility. The actions taken and the recommendations made by 
this committee will help to influence school nursing for many years to 
come. The support and active participation of every school nursing 
member of the American School Health Association is urgently needed. 


Dorotuy C. 

Chairman, School Nursing Committee 
American School Health Association 
Submitted October 1959 


“Rheumatic fever is a recurrent disease which frequently can be prevented. 
Infection with group A streptococci precipitates both initial and recurrent attacks; 
therefore, prevention of rheumatic fever and rheumatic heart disease depends upon 
the control of streptococcal infections. This may be accomplished, one—by preven- 
tion of streptococcal infections in rheumatic subjects, and two—by early and adequate 
treatment of streptococcal infections in all individuals. 

Bacterial endocarditis may result from dental and other surgical procedures and 
from obstetrical procedures in patients with rheumatic or congenital heart disease. 
When such procedures are undertaken, these patients should be protected by adminis- 
tration of antibiotics in therapeutic doses.”’ 

. . . This statement was prepared by the Committee on Prevention of Rheumatic 
Fever and Bacterial Endocarditis of the American Heart Association. 
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PAMPHLETS: HOW TO WRITE AND PRINT THEM. ALexanver L. Crossy. 
New York: National Publicity Council for Health and Welfare Services, Inc., 
257 Fourth Ave., 1959, 32 pp. Paper bound, $1.25. 

Concise and well illustrated analysis of pamphlet characteristics and values, 

together with valuable hints and suggestions about the mechanics of eo 


ALCOHOL EDUCATION FOR THE LAYMAN. Margaret E. Monroe anp 
JEAN Stewart. New Brunswick, New Jersey: Rutgers University Press, 1959, 
166 pp. $5.00. 

An annotated bibliography and film list with detailed subject index. Valuable 

reference tool for high school and college students, teachers who may wish help in 

the preparation of theses or lectures on the subject. Useful also to librarians and 
other adult readers. 

M. A. H. 


THE JASTAK TEST OF POTENTIAL ABILITY AND BEHAVIOR STABILITY. 
Junior High School Level Short Form and Manual. Minneapolis: Educational 
Test Bureau, Educational Publishers, Inc., 720 Washington Avenue, S.W., 
1959. 61 pp., Paperbound. 

For administering, scoring and interpreting the Jastak Test, which differs from 

other current tests in its field in the scope of interpretation since it considers capacity 

and the realization on capacity as reflected in several personality traits. New 
method of factor analysis. 


Prices: 25 Jastak Tests $3.85 
Manual 1.50 
Set Scoring Key 15 
Specimen set 1.25 (postpaid) 


M. A. H. 


PHYSIOLOGY. Jesstze Heten anp M. Vere DeVautr. Austin, Texas: 
Steck Company, 1959. 47pp. $1.75. Written for children, in simple language 
and style. Profusely illustrated. 

Will prove useful as an introduction to the study of body functions in a way as to 

satisfy a child’s curiosity and stimulate him to further thinking about his own 

activities. Twenty different concepts are developed, each in two fully illustrated, 
simply written pages. On the first page, the child is shown some of the places in his 
environment in which the principle is operating, and on the second page he is shown 

a demonstration or something which he can do to help him to a better understanding 

of the principle. It may also serve as excellent supplementary reading material. 

A. 


The American Cancer Society is planning distribution to the general public of 
the new edition of its 68 page booklet, YOUTH LOOKS AT CANCER. Completely 
rewritten, the booklet also contains 20 new illustrations and charts which help to 
give the reader the latest information on progress in cancer control. 

Formerly available only to students, this 1960 publication has gone through 
19 editions since it was first published in 1940 by the Westchester Cancer Committee. 
It reviews the biology of cancer, cause of the disease, its detection and treatment, 
and the progress of cancer research. Additional chapters include sources of further 
information, a glossary of medical terms, and a brief discussion of careers in the 
medical fields. 

YOUTH LOOKS AT CANCER may be obtained from any local office of the 
American Cancer Society or from the Society’s national headquarters, 521 West 
ith Street, New York 19, New York. 

This attractive, colorful revision will make an excellent contribution to the 
current cancer literature. Parents of teenagers may also be interested in this 
booklet as an indication of the type of information about cancer now being offered in 
schools and colleges. 

M. K. B. 
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ACCIDENT FACTS: Paper bound, pp. 96, $1.85, National Safety Council, 425 N, 
Michigan Avenue, Chicago 11, Illinois, 1959. 

Statistical analysis of accidents, their classification and breakdown into kinds, 
where they happen, and to whom. Valuable for everyone interested in accident 
prevention. 

M. A. H. 


SOCIAL PSYCHIATRY AND COMMUNITY ATTITUDES. Seventh Report of 
the Expert Committee on Mental Health, World Health Organization; $.30, 
Columbia University Press, International Documents Service, 2960 Broadway, 
New York 27, New York. 

Suggested reading for school personnel who serve on community mental health 
boards, councils and the like. < 
R. M. F. 


ELEMENTARY SCHOOL NUTRITION PROJECT 
1959 


COORDINATED AND SUMMARIZED BY ORA WAKEFIELD 


Nashville Public Schools, Tennessee 


The project was initiated due to the school physician’s concern for the 
nutritional status of first grade pupils in certain low economic communities 
in the city as revealed by his physical examinations of these pupils. It 
seemed apparent that a number of these children were not getting suf- 
ficient food. 

After discussion of the problem with members of the staff of the 
Nutrition Department at Vanderbilt University, the Director of the 
Nashville Dairy Council, the School Lunchroom Director, the School 
Superintendent, the principals of the two elementary schools concerned, 
and the members of the Venture Club of Nashville the following agree- 
ments were reached: 


1. Twenty-five first grade pupils would be selected in each of two schools of 
approximately equal social and economic status. 

2. These pupils would be chosen on the basis of their poor nutritional status as 
evidenced by : 
a. the school physician’s examination. 

(underweight and other associated symptoms) 

b. teacher’s observation and recommendation. 
ec. school nurse’s inspection and recommendation. 
d. parent’s consent for participation in the project. 

3. A well-balanced breakfast would be served upon arrival at school to Group 
No. I, consisting of twenty-five first grade pupils in the same school. 

4. Group No. II, consisting of twenty-five first grade pupils in another school, 
would serve as a control group, and would not be served breakfast at school. 

5. Both groups would be measured at the beginning of the study and at the end, 
and would be weighed semi-monthly at approximately the same time of day 
and under approximately the same conditions during the study. 

6. Teachers in the two schools would not be advised of the comparative aspects 

of the project. 
. The project would continue from February through May. 
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This project reflected the following results: 


Group No. 1 Group No. II (Control) 
a. Of the twenty-five pupils in this group, a. Of the twenty-five pupils in this group, 
three moved from the school before four moved from the school before 
the project was completed. the project was completed, and one 


was absent when weights were taken 
during the last two months. 
b. The twenty-two pupils followed to the b. The twenty pupils followed through- 


completion of the study gained a total out the study gained a total of 19 
of 53 pounds or an average of 2.4 pounds or an average of .95 pounds 
pounds each. each. 

e. The range was from a loss of 1 pound ce. The range was from a loss of 1 pound 
to a gain of 64% pounds. to a gain of 2 pounds. 

d. One pupil gained 614 pounds. d. Three pupils gained 2 pounds each. 
Four pupils gained 4 pounds each. Thirteen pupils gained 1 pound each. 
Five pupils gained 3 pounds each. One pupil lost 1 pound. 

Six pupils gained 2 pounds each. Three pupils neither gained nor lost. 


Three pupils gained 1 pound each. 
Two pupils lost 1 pound each. 
One pupil did not gain or lose. 

e. Teachers reported that these children e. Teachers were not questioned as to 
showed great improvement in their changes in behavior or achievement 
classroom behavior and class achieve- in this group. 
ment, as well as in school attendance. 


8. This project was carried on through the cooperative efforts of the principal 
and first grade teachers of the school, the lunchroom staff at the school 
(they came early and gave their services free), the school physician, the 
school nurse, the health coordinator, the Venture Club (a group of young 
business women who provided the money for the food), the director of the 
Lunchroom Corporation for the City Schools, and the Nashville Dairy Council 
(who gave consultant service). 

9. The cost per child of this project was approximately 12¢ per day. (Some foods 
were available through the Federal Lunch Program.) 

10. Sample breakfast menus served are attached. 


Conclusions 


While the numbers involved are small, the gain of weight in those 
children receiving the extra meal is significant. 

No conclusions are drawn from the unsolicited statements of the 
teachers of this group as to the improved behavior and achievement of 
the children, the reaction to the attention and enthusiasm of the teachers 
and lunchroom personnel being some of the imponderables involved. 

It is believed that these children have received a lasting benefit from 
this endeavor, and an attempt will be made to follow their progress. 

The conductors of the project and those involved in its administration 
were, perhaps, the chief benefactors. 


* * * * 
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1. THE GOOD.LITE 
SNELLEN ILLUMINATED 
TEST CHARTS are 
available in reflected 
or transilluminated 
models. Six different 


: This is done using your 

t existing Good-Lite chart with 

i the addition of plus lenses 
eEmew3 in a frame. Plus lenses are 


Snellen cards are available in +1.00, +1.25 
available. Convenient +1.50, +1.75, +2.00, 


screening masks. +995 


eliminate memorization. 


wesawem 


3. MUSCLE TEST, available in two types— Both suited for kindregarten through 12th grade. Each with 
2 referral standards. 


43 
(a) THE GOOD-LITE TEST — Self contained, re- 
quires no dark room or special set up. Alternate (b) THE ALLIED MUSCLE TEST — With red-green 
vertical prism, makes subject see two squares of glasses. The patient d trates to the i 
such size that they do not touch, if muscle imbal- how far his muscles deviate from normal. 


ance is excessive. Two sizes furnished. 


4. THE DEPTH- 5. THE NEAR-POINT TEST. Choice of two. | 
PERCEPTION TEST. 
This test is simply 
done with a pair of 
polaroid glasses and 
the third dimension 
picture of a fly. 


(b) The Children’s “E” 
‘ plastic dial, rotates 
one letter at a time. 


THE DVORINE 
THE ISHIHARA 


6 POINT VISUAL SCREENING — 


A-O TEST : PROGRAM... 


The above is a list of the equipment needed to do a complete VISUAL SCREENING PROGRAM. The 
nurse and her vision consultant can arrange a program to suit their own needs, using as much or as 
little equipment as desired and adjusting the number of referrals to any level. The rigidity of 
standards in a “package deal” are avoided. Good-Lite allows you the flexibility of purchasing just 
what you need for your own testing program. With the entire Good-Lite testing program, several 
children can be tested at the same time in various phases with various pieces of equipment. 


Write today for the free illustrated catalog and price list of Good-lite’s screening equipment and the 
free booklet “Visual Screening for Schools.” 


TH 


WRITE TO: GOOD-LITE MANUFACTURING COMPANY 
7424 WEST MADISON STREET © FOREST PARK, ILLINOIS 
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6. COLOR TESTS. Choice of three. (a) The Adult Near-point cards, with letters. 


